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Introduction to the portfolio
This portfolio comprises of work submitted throughout the course in partial fulfilment 
of the requirements for the Practitioner Doctorate (Psych. D) in Psychotherapeutic and 
Counselling Psychology. It contains three dossiers: Academic, Therapeutic and 
Research.
The Academic Dossier includes papers, which resulted from work for the following 
courses: Theoretical Models of Therapy, Advanced Theory and Therapy and the 
Context of Counselling Psychology.
The Therapeutic Practice Dossier contains descriptions of the three clinical 
placements as well as a personal account of integratmg theory, research and practice.
The Research Dossier comprises of three research papers: A literature review and 
empirical studies.
ACADEMIC DOSSIER
Introduction to the Academic Dossier
The Academic Dossier consists of three essays and one report. The common theme 
that runs through these essays and report is the therapeutic relationship. The first 
essay evaluates Kohut’s notion of empathy in his approach to psychoanalysis, the 
second explores the impact of the psychoanalytic frame in relation to therapeutic 
progress and the third explores the role of the therapeutic alliance in cognitive 
therapy. The report critically evaluates the Eurocentric approach to psychotherapy and 
considers the ways in which Black and White racial identities compromises the 
therapeutic relationship.
Describe and evaluate the work of one psychoanalytic theorist and
illustrate the usefulness of his/her ideas for your own therapeutic 
practice.
Kohut’s theory of development - self-psychology - introduced humanism to 
psychoanalysis for the first time. In particular, his notion of empathy emphasised the idea 
that the self can be the focus of understanding in its own right, that it undergoes a process 
of development, and that the empathie response of others is profoundly implicated in that 
process. A clinical vignette will be used to illustrate the utility of Kohut’s ideas, with a 
focus on empathy, followed by a critical evaluation.
Kohut’s humanism is central to his self-psychology, and the concept of empathy is 
similar to that of Carl Rogers. However, according to Kahn (1989) despite the fact that 
these two men were at the same university for over a decade, it may be impossible to 
know whether Rogers’ ideas, in someway, had any impact on Kohut’s and vice versa.
Kohut’s views about these matters came from insights into his own clinical practice and 
metapsycho logical assertions. He believed that, in certain cases, his patients needed his 
interested attentiveness or his understanding acceptance -  “the echoing-mirroring 
presence” of another person and the need for a calm, reassuring and uphfring presence. In 
both cases he found that the ability to understand these needs helped to promote a state of 
cohesiveness and inner accord in his patients, and that his inability to do so was 
associated with their experiencing varying degrees of disruption. Kohut realised that he 
was not the focus of his patient’s unconscious sexual and aggressive aims. He gradually
realised that these patients were needing something from him, rather than wanting to do 
something to him.
A new conceptualisation of the transference experience was required. Kohut moulded his 
ideas concerning the development of the self and its pathology in the framework of 
narcissism. However, unlike Freud’s metapsychological assertion of primary narcissism 
whereby the child grows from a state of narcissism to one of object-relatedness, Kohut 
set forth the additional idea that people have a life long need for narcissistic support 
which undergoes a distinctive process of maturation that continues throughout the 
lifespan. Similarly, he did not regard narcissistic vulnerability and self-preoccupation as 
reflecting a failure of self and object differentiation. Instead, Kohut suggested that it was 
the “false maturity morality of our culture ” (Kohut, 1984) that finds itself in reified 
classical psychoanalytic theory. Kohut concluded that throughout life a person needed 
responses from others that provide mirroring experiences, serve as idealised imagoes and 
cater fr>r alter ego needs (Kahn, 1997), such significant others Kohut referred to as 
selfohjects.
The first need to arise is the grandiose-exhibitionistic need. Children, according to Kohut, 
need to be shown by one or more parents that they are special, wonderful and need to 
perceive that they are looked at and admired - mirroring. Parental failure encourages the 
child to be his or her own mirror, to add structure to the developing self. Kohut describes 
the sequence of “basic in-tuneness” between the self and its selfobjects, followed by 
selfobject failure of a “nontraumatic degree” -  frustration -transmuting internalisation.
Children who are well mirrored know that they are attractive and loved and their self­
esteem is now firmly grounded, irrespective of subsequent external messages.
Conversely, if the parents fail to provide adequate, positive mirroring, the grandiose- 
exhibitionistic needs are traumatised and become repressed instead and do not become 
integrated into the developing self. The person is thus likely to express insecurity, low
self-esteem and unrealistic grandiosity whenever these powerM needs for mirroring 
become prominent (Kahn, 1997).
The second strong need of the developing self is the need for an idealised parental imago. 
According to Kohut, in a world that is uncertain and chaotic, the child requires the 
presence of a powerfiil, strong and soothing other in which to develop their confidence. 
Disruption of this process can lead to exaggerated idealisation in adult life. Similarly, it is 
through the process of transmuting internalisation that the person sees herself as powerful 
and assured. It is within this aspect of the self that autonomy is derived, providing the 
individual with the ability to guide one’s life, exercise control over the impulses, aid in 
the development of fortitude and the capacity to soothe oneself in times of stress. Kohut 
believed that humour, empathy, creativity and wisdom ensues from the successfril 
internalisation of an idealised parental imago (Kahn, 1997).
And finally, Kohut postulated that children need to know that they share important 
characteristics with one or both of their parents, which provides them with a feeling of 
belonging to the world. If this twinship or alter ego need is not met a child may feel 
unlike other people, “and that they are somehow strange and don’t fit in” (Kohut, 1984,
p. 198).
If these three needs are adequately met the child will develop a sense of self which is 
composed of the structures that result from transmuting internalisations. This self entails 
a high self-esteem, an awareness of enduring ambitions and ideals, coupled with the 
capacity to exercise skills and talents (MoUon, 1993), and further associated with the 
sense of being a cohesive, supraordinate organisation - “enduring centre of initiative, and 
recipient of impressions” (Kohut, 1984, p.70-71). Problems of self-disorder will develop 
if there are deficits in the individuals formative self-development. However, Kohut 
maintained that if a parent fails to meet the child’s needs in one these three areas, the 
child may not necessarily develop a serious self-disorder. The child will build 
Compensatory structures in place of the unmet need.
For his psychoanalytic practice, Kohut conceived of disturbances as deriving from a 
central bipolar structure of the mind containing the person’s skills and talents, with 
grandiose-exhibitionism at one end and idealising at the other. The client would want to 
be admired and responded to empathically, or would want to admire and idealise the 
therapist (Mollon, 1993), who is looked upon as a selfobject. The main therapeutic 
vehicle for Kohut was the reconstructive-interpretative approach, where pathological 
childhood experiences -archaic needs - are revived and worked through in the 
transference, to provide what Alexander & French (1946) refer to as a corrective 
emotional experience ”. For Kohut, the main component of that experience is empathy — 
to reflect back to the client that the therapist can see the world from the chent’s 
perspective.
Kohut maintained that empathy alone was insufficient to produce a cure. Psychoanalytic 
cure, in his view, is a two step process that requires two types of empathy (Kohut, 1984). 
The first step rests on the analyst’s understanding of the patient, which in turn depends on 
the reactivation of the optimal fimstration of those needs, and the estabUshment of an 
empathie bond with the analyst. The second phase is interpretation. He believed that both 
were essential to the therapeutic process, and he stressed that the interpretative phase was 
essential for a psychoanalytic cure. However, the aim of psychoanalysis is not to make 
the self independent of selfobjects, or to replace it with structure, or for the therapist to 
meet the client’s needs themselves. The role of the therapist is to act as the compensatory 
structure building mechanism via transmuting internalisation - increasing the self s 
freedom to chose, and ability to use, selfobjects for its own sustenance (Kohut, 1984). 
Kohut, by observing the nature of the archaic need that is expressed between the therapist 
and the client, identified three types of transferences; mirror, idealising and twinship 
transferences. Collectively, Kohut called these experiences selfobject transferences .
At this point a clinical vignette will be used to illustrate Kohufs three basic 
developmental needs in relation to empathy.
Amanda was an eighteen-year-old depressed, suicidal woman who expressed a deep sense of 
isolation. She explained that she did not trust anyone. In particular, she described her mother as 
having no values and that she had lost respect for her, since the age of eleven. In particular, 
Amanda did not know her father, and her mother did not know and did not seem to care. Amanda 
became tearful as she described her anger at being abandoned by her mother when she was twelve 
on several occasions. As a result of this, the client described herself as “scarred” and deeply 
ashamed of her mother. She never admitted to anyone (including her psychiatrist and her ex­
partner), except in therapy (after several sessions) that she had a mother. As far as she was 
concerned her mother was dead. She explained that her suicidal attempts, which were always 
conducted without real intent, were partly related to the realisation that she was biologically 
connected to her mother and could never be truly free, despite her many attempts to lose contact 
and to isolate herself.
With regards to Amanda’s initial resistance concerning disclosure, an empathie statement 
that is non defensive is required to begin the process of structure building via transmuting 
internalisation. Let us look at how this process might work:
Therapist.- The fact that trust is a very important issue for you makes sense to me. In 
particular, It must have been distressing for you to be continuously disappointed by your 
mother, so it’s really understandable that you would find it difficult to trust anyone and 
that includes me.
This simple statement is empathie. According to Khan (1997), empathy should not be 
considered a technique, but an “attitude “Our empathy is our major contribution to our 
clients” (Kahn, 1997, p. 168). For Kohut, empathy does not imply collusion or 
metaphorically providing the client with “milk and cookies” (Kahn, 1997, p. 100). 
According to Goldberg (1978), the analyst does not actively gratify the clients archaic 
demands for admiration or approval. Instead, “These demands are consistently 
interpreted in a tactful, nonhurtful, non humiliating manner” coupled with an explanation 
of their “role in the psychic economy” (Goldberg, 1978, p.447-448).
This encapsulating concept of empathy encourages the therapist to become less 
defensive, uncritical and non-judgmental. And the importance of “openness” is 
emphasised letting the client know that we see what they are doing in a positive light 
(Kahn, 1997). More significantly, the corollary of this is that Kohut showed that the 
therapists perspective was not necessarily more correct than the client s. Therefore, 
resistance is not perceived as maladaptive, but empathically accepted, thus negating the 
possibility of dependency. According to Khan, “Kohut teaches us that it is hard to 
change and grow until someone has really seen the” inevitability of “where we are now” 
(Kahn, 1997, p.167).
Kohut showed us that it is through empathy that an understanding of what the client is 
feeling is achieved, which leads us to the gradual unfolding of the themes that makes up 
their life story. It is through empathy that the client will gradually come to trust us, 
revealing themselves, and preparing the way for the anticipated interpretation. For Khan 
(1997), interpretation means “helping the client see what they do or what they feel or how 
they are relating to the therapist makes perfect sense, given their history” (p. 110-111). 
Additionally, for Kohut, interpretation involves a self selfobject partnership between 
client and therapist -  increasing the growth, maturity and development of new self­
structures.
The interpretation below attempts to demonstrate that mirroring, idealising, and twinship 
needs were never fully responded to in Amanda s childhood, and therefore they persist in 
their demand for satisfaction during adulthood.
It would seem that Amanda’s mother was too preoccupied or disturbed with questions of 
her own self-esteem, and that Amanda was unable to incorporate positive images. It 
would seem that these (grandiose-exhibitionistic) needs were never gratified but 
traumatically frustrated and then repressed, because it was too painful for her to accept 
that they would never be met. Furthermore, it would seem that Amanda’s sense of
worthlessness and insecurity found expression in her unintentional suicidal attempts. This 
can be seen as a (grandiose-exhibitionistic need) striving for some fragment of 
gratification. In this instance of self object transference - mirror transference - Amanda 
derives a sense of well being (T am perfect’) from the empathie mirroring of the 
therapist’s self. Furthermore, it would seem that her expressed sense of isolation stemmed 
from the lack caused by not knowing her father and her mother’s rejection of her 
(twinship need). In addition to this, it would seem that the public rejection of her mother 
was a denial of her past, in an attempt to feel that, like others, she belonged. At this stage 
the twinship transference reflects Amanda’s need to feel ‘we are the same’. Furthermore, 
it would appear that her mother was not someone that she could idealise, rely on or trust, 
but only produced feelings of shame. This part of the self remained undeveloped and it 
would appear that Amanda’s unsuccessful attempt to internalise a calm powerful and 
trusting parent resulted in her inability to soothe yourself, albeit via self harming. In the 
final configuration -  the idealising transference -  Amanda’s attempts to feel partially 
merged with the therapist as a strong idealised figure, according to the formula ‘you are 
perfect and I am part of you’.
According to Mollon (1986), in the analysis “repeated disruptions and recovery of the 
therapist empathie grasp facilitates the transformation of archaic narcissism into mature 
ambitions, ideals and pleasures in the competent exercise of skill. Thus the grandiosity 
invested in the self is divested of its infantile quality: similarly, the idealisation invested 
in the analyst can be taken back into the self in a modified form to establish the person’s 
ideals. In this way psychic structure is developed” (Mollon, 1986, p. 155).
It is clear to see that clinicians may gain considerable insight from a careful study of 
Kohut’s work. In particular, clients as well as therapists are always transferring mental 
schemas from the past into the present, and the contents and origins of this material can 
be usefully explored via the use of empathy.
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However, the utility of Kohut’s theoretical approach cannot be considered to be the great 
panacea of psychotherapy. According to Wolfe (1989), Kohut never really fuUy explored 
the ideas about the specific sequence of normal self-development and the specific ways in 
which the responses of others (selfobjects) contribute to the establishment of an enduring 
sense of self. Furthermore, Kohut failed to elaborate on the importance of mastering 
fiiistration and relinquishing archaic ties, or his concept of structural developmental 
process in childhood and its implications for psychotherapy (Bacal, 1985). Accordmg to 
Wolfe, (1989), Kohut does not articulate cogently and clearly how this process of 
structure building occurs. Kohut (1984) merely likened this structure building process of 
childhood to analogous ones in psychoanalysis, obscuring the idea finther.
Brandchaft (1983), remaining within Kohut’s conceptual fi*amework, proposes that the 
patient’s structure formation vis-à-vis the therapist does not reside in the opportumty to 
master small amounts of frustrations and disappointments. According to Brandchaft, it is 
the subjective experience of having narcissistic injuries confirmed and validated by 
empathetic understanding, thus establishing a selfobject bond with the therapist, that 
promotes self-consolidating transformation. All of this tends to unnecessarily lead to 
clinicians adopting different conceptual frameworks for understanding the therapeutic
relationship.
Wolfe (1989) argues that an overt application of ideas derived from conceptualisation of 
childhood development can obstruct an understanding of the process of development that 
can take place in adult life, and for that matter those that can take place in therapy, since 
the process is not necessarily analogous. Furthermore, Wolfe points out that it is 
frequently not possible at the onset of a therapeutic relationship to define its course as 
being “psychoanalytic” rather than “psychotherapeutic”, and to adhere to a particular 
technique accordingly without knowing what kinds of circumstances will occur during 
treatment” (Wolfe, 1989, p.553). Indeed, there is no way of knowing in advance what 
kinds of responses a patient may experience as painful or injurious or what kinds of 
responses a patient may experience as meeting a need.
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Bacal (1985) argues that the analyst response must be commensurate with the patient’s 
level of se lf- selfobject organisation, that it is not always possible to communicate such 
a response through verbal interpretations, and that other possible responses need to be 
taken into account in relation to the patient’s experience. Wolfe (1989) points out that a 
more comprehensive use of Kohut’s notion of self as e^qierience would enable clinicians 
to suspend their preconceptions about the way in which development takes place.
Kohut would probably have agreed that it would not matter whether a client may see the 
therapist as an object of Oedipal desire or fear, or the therapist as a selfobject upon which 
the client projects his unsatisfied wish for a perfect parental imago. Kohut (1984) argued 
that even “incorrect interpretations could have a therapeutic effect”, when the essential 
meaning transmitted was a “correct, empathetic perception” (Kohut, 1984, p.91-94). The 
concomitant of this is that Wolfe and Bacal are implicitly calling for the adoption and 
application of an integration of theoretical ideas concerning the kinds of self­
development that can occur in childhood and in therapy. Indeed Kahn (1997) has argued 
for an integrationist approach to therapy coupled with a “continual moment-to-moment 
(p. 175) diagnostic relationship with the client, where the value of Kohut’s notion of 
empathy is crucial to the therapeutic process.
12
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Discuss the impact of frame management in psychoanalytic therapy 
using examples from your own practice.
This essay critically examines Freud’s conceptuahsation of neutrality, an aspect of the 
analytic frame, from an intersubjective perspective - that analysis is a mutually reciprocal 
process and the analyst is never neutral (Stolorow & Atwood, 1997). A clinical vignette 
will be utilised to elucidate an understanding of the analyst’s management of the frame in 
relation to his subjectivity and the patient’s subjectivity and that the analyst’s inadvertent 
breaching of the frame via countertransference self-disclosure can be beneficial to the 
analytic process.
What is important here is to consider the psychoanalytic situation as an institution in itself especially the 
frame (Belger, 1966, p. 514).
There are moments in the clinical process in which the patient indicates a need or ripeness to receive, for 
personal use, some elements from the analyst’s subjectivity... Delivered in a manner that is more respectfiil 
of a patient’s boundaries (Pizer, 1997, P. 466-468).
In the psychotherapeutic and psychoanalytic context, the term “therapeutic frame” or 
“boundary” is used synonymously by analysts and theorist to refer to the structure around 
which therapy is built (Johnston & Farber, 1996). In his early papers on technique, Freud 
(1912/1959a) reasoned that other practitioners might adopt rules that differed from his 
conceptualisation of treatment and wrote that “analytic treatment should be carried 
through, as far as possible, under privation -  in a state of abstinence” (1919/1959b, 
p.396). His recommendations became standardised into rules that dictate, among other 
things, analyst abstinence and anonymity -  neutrality. Other aspects of the frame includes 
management of the setting, which should be free from extraneous distractions, that
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sessions are held at regular intervals, at a given time, for a set fee. The analyst is to 
remain neutral or non-judgemental or relatively anonymous, avoiding self-disclosure 
(Cherry & Gold, 1989).
The purpose of the frame is to separate the professional treatment relationship from other 
relationships - “therapy from non-therapy” (Frick. 1994), an unchanging point of 
reference. Spruill (1983) describes the analytic frame as the “rules of the analytic game”. 
The analyst’s constancy, rehability and capacity to contain the patient’s emotional 
communication create the illusion (Johnston & Farber, 1996) of a safe and predictable 
“holding environment” in which to play (Winnicott, 1954), where intrapsychic 
investigation can occur. Essentially, for Belger (1966), the analytic frame creates order in 
which the process of analysis takes place.
Langs (1974), perhaps the most ardent advocate for rigid boundaries, believes that the 
sine qua non of the therapeutic relationship is the management of the frame. The 
consequence of poor boundary management may result in communication of the analyst’s 
intrapsychic conflict to the patient and the contamination of the transference and 
interpretations, inappropriate gratification and countertransferential problems that may 
eventually result in a weakening of the therapeutic hold.
However, the history of psychoanalysis reflects an inherent equivocation between 
boundary firmness and flexibility. Indeed, classical theoreticians have deviated at 
various times from the (indicated) norm. Melanie Klein treated an analysand on her bed, 
and analysed her own children (Grosskurth, 1986). Jung lived for many years with one of 
his ex-patients and ‘allegedly’ had a romantic liaison with another (Kerr, 1993), and 
Ferenczi, who explored the sharing of dreams, associations and fantasies with his patients 
(Ferenczi, 1988). More intriguingly, Gutheil & Gabbard (1993) argued that in his clinical 
practice, Freud did not necessarily reflect the abstinence and anonymity that he advocated 
in his writings. Freud’s departure from the frame included the giving of gifts, lending
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books, providing financial support and the analysis of his daughter Anna (Gay, 1989); he 
also disclosed information about his family (Johnston & Farber, 1996).
The rejection of rigid boundaries in favour of flexibility was first articulated by Ferenczi 
(1988) in the early 1930’s and espoused by many contemporary theorists and clinicians 
(Epstein, Simon & Kay, 1992; Mitchell, 1993; Pizer, 1997; Stolorow & Atwood, 1997). 
Mitchell (1993) argued that patients differ in their presenting problems and therefore 
require the therapist to be attentive to these needs, and this may include adaptation of the 
frame. Epstein, Simon & Kay (1992) argue that inflexibility and excessive formality may 
even prevent therapy from beginning. The concomitant of this is that there is a mutually 
reciprocal relationship between the patient and the analyst.
It is clear to see that the history of psychoanalysis in relation to its frame has been one of 
inconsistencies and ambiguities. The original formulation of neutrality proposed by Freud 
has been adapted by different clinicians who do not agree on a definitive 
conceptualisation of what form the analytic frame should take. Furthermore, in some 
quarters there has been a movement away from the formality and rigidity of the analyst as 
object, and the patient as subject, to what Stolorow & Atwood (1997) describe as an 
understanding of psychoanalysis as intersubjective - an interplay between the subjectivity 
of the analyst and the subjectivity of the patient. The corollary of this is that the analyst is 
never neutral.
The myth of neutrality
Stolorow & Atwood (1997) argue that Freud’s conceptualisation of neutrality is an ideal, 
a myth which continues to shape and organise many analysts’ perception of the 
therapeutic encounter, a myth that obscures the intersubjective nature of the analytic 
process, despite the many criticisms and alternatives to the concept of neutrality 
(Ehrenberg, 1995; Raphling, 1995; Singer, 1996). Indeed, relational-model (Mitchell,
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1988) and constructivist (HofBnan, 1991) perspectives are already influencing clinical 
practice. In a review of the literature, Stolorow & Atwood (1997) maintain that there are 
four prominent conceptions of neutrality. These are neutrality as abstinence, anonymity, 
equidistance and empathy.
Neutrality is often equated with Freud’s (1915) concept of abstinence in which it is 
proposed that the analyst should eschew fi-om providing the patient with instinctual 
gratification. In its most broad application, this would include refusal to act out, with or 
at the expense of the patient. The patient is required to verbalise, rather than enact, 
whatever comes to mind. Belief in the analyst’s abstinence allows the patient to 
communicate experiences (fantasies, fears, desires, anxiety, vulnerability, etc) without 
thought of analyst retaliation or exploitation, but acceptance and understanding (Cherry 
& Gold, 1989). The analyst is required to only register personal responses inwardly and 
then utilise these phenomena to enlarge understanding of the patient’s experience. 
Gratification of the patient’s expressions would run counter to the assumption of 
psychoanalysis, which is concerned with repressed instinctual material, since this would 
interfere with the goals of bringing repressed material into consciousness.
However, Kohut (1977) and Gill (1984) have argued that abstinence when taken to 
extremes can provoke hostility and conflicts that are a direct result of the analyst’s stance 
rather than a result of the patient’s psychopathology. Gill (1984) maintains that 
abstinence may not only restrict the analytic process, but may in some cases be harmful 
to it. Stolorow & Atwood (1997) argue that the intentional frustration of the patient’s 
wishes and needs may never be experienced by the patient as a neutral stance.
Closely related to abstinence is Freud’s (1912) recommendation that the analyst, like a 
mirror, should only reflect back what is shown to him -  neutrality as anonymity. The 
anonymity of the analyst operates to keep attention focused on the patient, with the 
analyst eschewing all personal needs and indulgences. The disclosure of material 
extraneous to the therapeutic process is seen as a disruption of the frame, shifting the
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focus to the analyst. The loss of the analyst’s self-control results in his/her ability to 
effectively examine and understand the transference material, responses that apply to the 
patient (Cherry & Gold, 1989). However, Gill (1984) points out that the assumption of 
anonymity is a contradiction to the inherent interactive nature of the analytic process. 
Every movement, intonation, nuance and especially the interpretation does not only 
reveal aspects of the analyst personality to the patient, these impressions also 
codetermine the development of the transference (Pizer, 1997). Stolorow & Atwood 
(1997) maintain that the analyst is misguided in the belief that his/her personality can be 
spht off from the dialogue, and that such beliefs may be counter-therapeutic to the 
analytic process.
The third conception is of neutrality as equidistance, formulated by Arma Freud (1936) in 
which she encourages the analyst to “take his stand at a point equidistance from the id, 
the ego and the superego” (p.28), a stance that is perceived to be objective and unbiased. 
Stolorow & Atwood (1997) point out that the concept of neutrality is rooted in 
psychoanalytic theory, which cannot be said to be unbiased. Moreover, they question the 
feasibility of standing equidistant between the theoretical components of the tripartite 
model.
The final conceptualisation is neutrality as empathy, formulated by Kohut (1977) who in 
his criticism of the Freudian notion of abstinence, attempted to bring humanism to 
psychoanalysis. However, Kohut (1980) appeared to confuse the issue further by 
maintaining that empathy is essentially “neutral and objective”. Wolfe (1983), in an 
attempt to clarify Kohut’s theorising, stated that empathy implies that the analyst should 
be neutral or objective with respect to the patient’s subjectivity. However, Stolorow & 
Atwood (1997) question the tautology of neutral (objective) empathy.
This is an impossible feat especially when the most powerful expressions of the patient’s 
subjectivity are directed towards the analyst. What analysts... should strive for in their 
self-reflective effort is awareness of their own personal organising principles -  including
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those enshrined in their own theories -  and of how these principles are unconsciously 
shaping their analytic understandings and interpretations (p.435)
Self-disclosure
Cooper (1998) argues that the term “self-disclosure” is being increasingly utilised by 
analytic theoreticians (Aron, 1992; Gill and Hoffman, 1982; Renik, 1995) and is the 
result of the need for psychoanalysis to find a way of articulating the analyst’s 
subjectivity and to break through the constraints of neutrality as anonymity. Pizer (1997) 
takes the view that self-disclosure has a central part in analysts’ interpretations, since 
transference interpretation and, for that matter, transferences are co-determined. She 
states that there are three types of self-disclosure that may be perceived by the analyst, 
these are:
Inescapable,
Dehberate
Inadvertent
Inescapable self-disclosure is defined as circumstantial events (such as fire, bereavement, 
illness) that may originate fi*om the analyst or the patient, and can be handled only by 
verbal acknowledgement. Pizer (1997) describes it as the “elephant in the room” 
phenomenon. Inescapable self-disclosure allows the analyst time and choice to consider 
what he/she feels must inevitably be said. Deliberate self-disclosures, according to Aron 
(1992), are always complicated and problematic, and are when the analysts exercise 
clinical judgement that the patient seeks - whether implicitly or explicitly, an idea of how 
the therapist’s mind works.
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Inadvertent self-disclosure appears to be less transparent. However, Pizer (1997) defines 
inadvertent self-disclosure as an inevitable outcome of the analyst’s active engagement 
with a patient, which may or may not contain elements of the analyst’s life experience. 
What seems to be important here is not whether the analyst chooses to reveal something 
at a particular moment (Aron, 1992), but “inadvertent self-disclosure requires, above all 
else, the analyst’s skill in utilising the potential of the shared contents of her experience 
in the service of the analytic process” (p.461).
Many questions arise, such as: When and how is disclosure justified? What should the 
content of the disclosure entail? How does an analyst recognise the line of demarcation, 
to maintain the analytic frame, without jeopardising the analytic process? And what 
implications does taking Pizer’s (1997) stance hold for psychoanalytic practice in 
general? (See Cooper, 1998/Holmes, 1998/Stolorow & Atwood, 1997/Treumiet, 1997). It 
is clear to see that the situation is indeed problematic and is beyond the scope of this 
essay. However, Ehrenberg (1995) believes that countertransference self-disclosure has 
the potential to facilitate analytic engagement and exploration, but should be tempered 
with caution and judiciousness. Aron (1992) argues that inadvertent self-disclosure is an 
inevitable aspect of the analytic process, but also believes that there are times when direct 
expression of the analyst’s experience might be usefril.
A clinical vignette will be utilised to illustrate that judicious, inadvertent 
countertransference self-disclosure (broadly defined as a manifestation of the analyst’s 
organising principle (Stolorow & Atwood, 1997), a breach of the therapeutic frame), has 
the potential to facilitate the analytic process - the intersubjective and intrapsychic spaces 
between patient and analyst -  that may not have been possible otherwise.
The ease of John and his analyst
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John, a forty-one year old unmarried dentist, entered treatment because of recurring 
episodes of depression, and held suicidal ideation. He was also experiencing difficulties 
in forming and maintaining personal and sexual relationships. A pattern of being 
emotionally neglected by his parents was a characteristic of his whole life history. In 
particular, he reported that his mother favoured his three siblings since they showed 
intellectual potential - passing their eleven plus - which John had failed, and her love for 
them was unequivocal. He alluded to have been scrupulously regarded, weighed in the 
balance and found wanting. Despite his predicament, John would invariable normalise his 
problems through the use of intellectualisation, which was devoid of emotional content, 
and whimsical humour.
Despite his demanding and professional career where he supervised and managed the 
practice, he expressed a deep sense of worthlessness and despair, and would attempt to 
bolster his ego with manic attempts at reparation, by doing unpaid overtime in an attempt 
to be admired and approved of. He reported that his colleagues invariably regarded him 
as a good practitioner, and he was often recommended by patients who paid him 
numerous accolades regarding his commitment and quality of care. However, his feelings 
of elation and self-esteem were soon replaced by feelings of emptiness and a deep desire 
to be needed.
John had experienced psychotherapy at various times in the past, the longest and most 
recent lasting for two years. Despite his commitment to therapy he had found these 
experiences invariably “wounding”, pecuniary and not able to provide him with new and 
enlightening psychological insights.
The first three sessions were experienced as turbulent and uncomfortable by the analyst, 
who was acutely aware that John’s rationalisations were defensive mechanisms that were 
well entrenched, despite the incisive transference interpretations. The analyst, at different 
times also felt as if he were being scrupulously weighed in a balance, and his patience 
tested with threats of suicide followed by moments where John sought gratification and
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approval. In the third session John suggested for the second time that he had thought 
about killing himself by driving his bike into a brick wall, but joked that he feared that he 
might fail at that too and survive, albeit paralysed. The analyst’s initial intervention was 
a neutral silence, followed by an intervention which reflected how the past was being 
repeated in the transference: “perhaps you are feeling neglected by me like your parents 
were neglectftil of you as a child, and maybe if you were dead then maybe you would be 
noticed”. The patient paused for some time, reflecting, and replied that he had thought 
through his past and understood that his parent’s lack of love and approval was 
responsible for his condition, although this awareness did not help to ameliorate his 
anxieties and depression.
Towards the end of the third session a mutually convenient time for therapy had to be 
renegotiated. After several deliberations, the patient proposed an earher time. The 
analyst, moving out of the frame of neutrality, replied almost instinctively: “Don’t kill 
yourself trying to get here”. There was a brief silence and the patient’s demeanour 
changed. The patient began to laugh simultaneously as the analyst smiled. The patient 
replied that killing himself on the way to therapy was the best idea he had come across 
and joked further that he might think about doing just that. The analyst did not attempt to 
defend against his inadvertent disclosure, but reahsed that complete anonymity is an 
illusion (Treumiet, 1997), and that in this context it was necessary to confirm the 
patient’s discovery. The analyst had disclosed, albeit implicitly, a real fear - that he cared 
if the patient died, but at the same time expressed a conviction that he was frustrated with 
the patient’s constant attempts to control, manipulate and to elicit gratification from the 
analyst. It could also be argued that the analyst used the patient for an authentic 
experience of gratification in the analytic collaboration (Treumiet, 1997) - a validation of 
the analyst’s sense of ironic humour. However, it could seem that it was an appeal to the 
patient’s perceived sense of humour that brought change to the analytic process. In the 
fourth session John reported that he had been invariably guarded in his previous therapy. 
He explained further that he felt that the analyst had ‘pitched the process just right’. This 
increasing of rapport resulted in a marked decrease in expressed suicidal ideation, and for
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the first time an affective exploration of the patient’s history, a validation of the analyst’s 
intervention.
In this respect, the contents of the analyst’s countertransference self-disclosure helped to 
open the analytic process, that might have remained inaccessible. The analyst’s 
intervention was not an inescapable or deliberate disclosure, but a disclosure bom of 
mutual reciprocal influence. This can be seen to be a “contribution of the patient’s 
transference to the production of the analyst’s countertransference” (Stolorow & Atwood, 
1997, p. 437) - an intervention which can be said to be tmly intersubjective.
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In cognitive therapy, therapeutic change is not dependent upon the 
therapeutic system of delivery but on the active components which 
directly challenge the client’s faulty appraisals. Discuss.
In this essay, Beck’s approach to cognitive therapy will be outlined and research evidence 
relating to the efficacy of the “active components” as the vehicle for therapeutic change 
will be critically examined. A clinical vignette will be used to elucidate the argument that 
therapeutic change is a complex process incorporating common and specific factors. In 
particular, the therapeutic relationship can be seen to be the system of delivery that is 
central in bringing about therapeutic change.
Cognitive therapy was developed by Aaron Beck (1964) as a result of his disillusionment 
with the ‘hermeneutic’ psychodynamic paradigm and further elaborated (Beck, Rush, 
Shaw, & Emery, 1979) as a structured short-term present-oriented psychotherapy. Beck’s 
approach to cognitive therapy is a ‘rationalist’ one, since he assumes that psychological 
disturbances result fi-om irrational or distorted ways of seeing the world. Essentially, in 
cognitive therapy, a systematic bias is perceived to exist in the processing of information. 
Thus an individual who consistently and selectively interprets situations along themes of 
loss or defeat is likely to be depressed. Similarly, in anxious clients, there is a systematic 
tendency towards interpreting situations as dangerous and threatening.
Judith Beck (1995) states that there are certain principles that underlie cognitive therapy 
for all patients. Therapy begins with an elaborate and well planned rationale of cognitive 
therapy, providing the clients with an explanation and understanding of their difficulties 
and the steps that they will be guided through to help them overcome them. The client is 
encouraged to actively participate, working in collaboration with the therapist to set
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specific goals within sessions in a structured and focused way. Cognitive change occurs 
through the modification of cognitive structures as evidence accumulates to challenge the 
client’s faulty appraisal.
Cognitive therapy uses a variety of techniques to change thinking, mood and behaviour. 
Through gentle Socratic questioning, the therapist evaluates the validity of their thoughts 
through examining the evidence that supports and contradicts their thinking. This careful 
and mutual review of the evidence reinforces for the chent the utility of collaborative 
empiricism. Through a process of guided discovery the meaning that clients attribute to 
their thoughts eventually lead to the uncovering of underlying beliefs about themselves, 
the world and the friture. The relationship between thoughts, feelings and behaviours are 
made explicit, and this idea is made concrete and real to the client outside therapy 
through homework or self-assignment. Further cognitive restructuring techniques include 
methods such as, reality testing, looking for alternatives, reattribution, decatastrophising, 
and looking at advantages and disadvantages.
Cognitive therapy, active components and therapeutic change
Studies looking at the relationship between cognitive techniques and outcome have 
obtained mixed results. For example, whilst Luborsky, McLellan, Woody, O’Brien, & 
Auerbach (1985) found a strong relationship between outcome and purity of technique in 
the implementation of cognitive therapy, DeRubeis, Evans, & Hollon (1989) did not. On 
the other hand, DeRubeis & Feeley (1990) found that the technique of setting up and 
following the session agenda predicted outcome, but only when measured early in 
treatment. Secondly, the technique of encouraging client’s independence was not related 
to client change. It is clear to see that the relationship between technique and outcome is 
not a straightforward one.
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Homework is considered to be an integral part of cognitive therapy (Beck et ak, 1979) 
and is perceived to be one of the main vehicle that brings about therapeutic change. This 
essay will focus primarily on homework, since evidence in relation to other elements 
(such as guided discovery) is limited. In general, research studies have shown that clients 
who have reacted positively to initial homework assignment have faster response to 
cognitive behavioural therapy (Fennell & Teasdale, 1987). Furthermore, Neimeyer & 
Fexias (1990) have provided evidence suggesting that cognitive behavioural therapy with 
homework has a greater improvement in outcome than cognitive behavioural without 
homework. However, Bryant, Simmons & Thase (1999) argue that many of these 
findings are inconclusive, since many of the studies failed to adequately measure the 
“uncontrollable variable” -  compliance. In particular, compliance was assessed 
retrospectively and subjectively by patients or therapists, resulting in memory distortions 
compromising accuracy of recall.
Bryant and colleagues point out that homework compliance is affected by therapist and 
client variables. Chent variables include issues such as severity of symptomatology, 
motivation, desire to change, psychological mindedness and resourcefulness. Therapist 
variables include aspects such as therapist level of skill, and how the therapist presents 
and deals with the assignment.
In a recent study, Bryant et al. (1999) found that therapists’ general therapeutic skill and 
their review of homework assignment was the best predictor of subsequent chent 
compliance and of outcome. Furthermore, in agreement with the findings of Burns & 
Nolen-Hoeksema (1991), their results showed that chents who were more compliant with 
homework had a significantly better outcome than chents who did not. However, chents 
age, education, severity of illness and learned resourcefulness was unrelated to 
compliance. In general, the Bryant et al. (1999) study supports the argument that 
homework is an integral aspect of cognitive therapy.
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Despite, the rigorous nature of Bryant et al’s study, they, along with other researchers 
(Bums & Nolen-Hoeksema, 1991; Fennell & Teasdale, 1987; Neimeyer & Fexias, 1990) 
have focused specifically on homework as a unique factor in bringing about therapeutic 
change. The fact that the patient and the therapist are sources of variance in homework 
compliance suggest that the “active components” alone are not sufficient to bring about 
therapeutic change. Bums & Nolen-Hoeksema (1992) have suggested that therapeutic 
change in cognitive therapy is not due solely to the active techniques, but that common 
factors such as the impact of the therapist’s empathy is an important variable in bringing 
about change.
Common and specific factors in therapeutic change
The study of change process in psychotherapy is a research paradigm in itself (see 
Orlinsky, Grawe & Parks, 1994). Change process research involves the study of 
outcomes in relation to the nature of the treatment that is delivered (i.e., processes). In 
particular, efficacy studies look at how therapv works, rather than whether it works. It has 
been increasingly recognised that change process research has important implications for 
the evolution of effective clinical theory and practice (Greenberg & Pinsof, 1986).
An important distinction in psychotherapy efficacy research has been between common 
and specific factors of treatment (Stmpp & Hadley, 1979). Common factors refer to 
dimensions of treatment that are shared across most psychotherapies and are perceived to 
be a determinant of outcome in psychotherapy change. These include factors such as the 
client’s creation of meaning (Clarke, 1996) and affective processing and learning 
(Teasdale, 1993); psychological readiness (Lazams, 1991); the chent’s emotional 
involvement (Orlinsky & Howard, 1986); complementarity (Tracey, Sherry & Albright, 
1999); patient-therapists similarity of values (Kelly & Strupp, 1992) and the therapeutic 
aUiance (Horvath & Luborsky, 1993).
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specific or unique factors refer to a treatment’s “active components”, or those techniques 
and interventions that distinguish or characterise particular therapies (for example, 
homework in cognitive therapy). In general, studies that have evaluated the relationship 
between active components and common factors in psychotherapy have found that 
despite the fact that purity of techniques was positively related to outcome (Luborsky 
McLellan, Woody, O’Brien, & Auerbach, 1985), consistent evidence of a strong 
relationship has been less forthcoming (Castonguay, Goldfried, Wiser, Raue & Hayes, 
1996). However, with regards to common factors, the therapeutic alliance (the 
collaborative bond between the therapist and client) had a stronger correlation with 
outcome across psychotherapies of different types and with diverse clinical samples 
(Amkoff, 1995; Carroll, Nich & Rounsaville 1997; Horvath & Symonds, 1991; Horvath 
& Luborsky, 1993), despite the different theoretical assumptions about the nature and 
function of the therapeutic alliance (Gaston, et al., 1995).
The notion of the therapeutic alliance being the “quintessential integrative variable” 
(Wolfe & Goldfried, 1988) implicated in psychotherapy change has been further 
elaborated by Orlinsky, Gawe, & Parks, (1994). In their extensive review of the empirical 
literature relating process to outcome, Orlinsky and colleagues developed their Generic 
Model of Psychotherapy change, which describes five universal change processes that are 
said to be transtheoretical and common across theoretical models of psychotherapy.
These are; therapeutic contract, therapeutic operations, therapeutic bond, therapeutic 
openness-involvement and therapeutic realisation (see Orlinsky et al., 1994; Orlinsky & 
Howard, 1987). Subsequent empirical work has supported the validity of the model and 
the importance of these processes (Kolden, 1996; Kolden & Howard, 1992; Saunders, 
Howard & Orlinsky, 1989). Due to word limitations, therapeutic bond and therapeutic 
operations only will be discussed.
Firstly, in agreement with the general consensus, Orlinsky et al conclude that the positive 
relationship between therapeutic bond and outcome has probably been the aspect that has 
been most documented (Horvath & Greenberg, 1994; Horvarth & Luborsky, 1993),
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emphasising the pivotal role of this common factor. The therapeutic bondxQÏQXs to the 
quahty of the relationship, and at first glance could be considered synonymous with the 
therapeutic alliance. However, the therapeutic bond posited by the generic model goes 
beyond previously offered conceptualisations of the therapeutic alliance and is said to 
consist of three interpersonal microprocesses; collaborative role enactment, empathie 
resonance and mutual affirmation (see Orlinsky et al., 1994). Secondly, therapeutic 
operations refers to the technical aspects of process. These are the specific or active 
components, techniques and procedures of clinical intervention (such as homework 
assignments) offered by the therapists. Empirical evidence has shown that therapists 
operations and skillfulness in delivering them are positively related with outcome (e.g., 
Bryant et al., 1999). The generic model also highlights the fact that the active 
components can be seen as one of the many ingredients involved in therapeutic change 
process. The concomitant of this suggests that a complex relationship between active 
components and common factors is involved in therapeutic change.
Common and specific factors in cognitive therapy
Castonguay et al. (1996) point out that few attempts have been made to determine 
whether factors common to most treatment are related to outcome in cognitive therapy. 
Their study looked at two types of process variables: the therapist focus on the impact of 
distorted cognitions (a variable unique to cognitive therapy) and two variables that this 
approach is assumed to share with other forms of treatment - the alliance and the clients 
emotional involvement (this refers to their ability to focus on and accept their affective 
reactions). The predictive validity of client experiencing has been supported mostly in 
client-centred therapy (Orlinsky & Howard, 1986), but not in cognitive therapy.
Their results showed that the client’s improvement was found to be predicted by the two 
common factors measured. However, the focus on the impact of distorted cognitions on 
depressive symptoms correlated negatively with outcome at the end of treatment.
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Although their results supported Safran & Wallner’s (1991) study using a variation of 
cognitive therapy - that the therapist-client relationship is a vital ingredient in the change 
process - Castonguay and colleagues point out that their results were the first to show the 
therapeutic value of client’s emotional involvement in cognitive therapy. The 
concomitant of this is that cognitive therapy might not be overly concerned with 
relational issues. However, the mechanisms of change that led to the improvement remain 
speculative. Looking at the role of affective processes in cognitive therapy, Teasdale 
(1993) suggests that emotional experiencing in cognitive therapy may facilitate change 
by helping clients to access and modify basic meaning structures.
With regards to the positive correlation between active components and depressive 
symptoms, using descriptive analyses, Castonguay and colleagues suggest that this may 
be accounted for by problems in the alliance, since this correlation ceased to be 
significant when the quality of the alliance was controlled for. Further examination of the 
sessions suggested that sometimes therapists increased their adherence to cognitive 
rationale and techniques in an attempt to correct problems in the therapeutic alliance. 
However, this seemed to decrease formation of the alliance, fiirther compromising 
therapeutic change. Despite the findings suggesting a stronger relationship between 
common factors and outcome than between specific components and outcome,
Castonguay and his colleagues point out that a complex relationship exist between the 
two process variables.
In the next section, a clinical vignette will be used to elucidate the argument that 
therapeutic change is a complex process incorporating common and specific factors 
(Joyce & Piper, 1996). In particular, an adequate therapeutic bond/alliance may be 
necessary to provide the conditions under which specific interventions can be 
productively made. Lazarus (1993) points out that all patients are unique. Therefore it is 
essential for therapists to be an “authentic chameleon”, tailoring the therapeutic system of 
dehvery -  adopting a flexible repertoire of relationship styles, plus techniques - to suit 
different chents’ needs and expectations.
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The case of John and his therapist
John had been experiencing recurrent and persistent intrusive thoughts, from late 
adolescence, which have been causing him marked anxiety and distress His obsessions 
were invariably centred on thoughts to harm others in his immediate surroundings. His 
anxieties were further exacerbated by the antipathetic nature o f these thoughts, which he 
felt were anathema to his personality, leaving him with deep feelings o f shame and guilt, 
low self-esteem and at times symptoms o f depression. Furthermore, John disclosed that 
he had a '‘secret” that he had mentioned, but had been unable to disclose to his previous 
male cognitive therapist. Throughout the assessment, I  made no attempts to extract 
John’s “secret”. However, I  sensed his motivation to change and to disclose, and this 
was intimated in his intermittent references to his secret. However, I  reasoned that he 
needed time to know me, to know that he could trust me and that I  was able to contain his 
anxieties before he would disclose.
As a trainee, I  was enthused to begin utilising cognitive techniques, and treatment 
commenced with psycho-education on the nature o f intrusive thoughts and its 
maintenance, and the techniques that would be used in treatment. Homework was 
assigned, but John repeatedly forgot to bring the homework to session, stating that he 
had left them in the car or at home. This indicated to me that he was not psychologically 
ready (Lazarus, 1991) for interventions and it would have been futile to continue attempts 
to introduce homework or to identify intrusive thoughts since this also caused him 
extreme anxiety when he spoke about them. I  reasoned that he needed space to talk I  
abandoned techniques at session three in favour o f listening, reflecting and facilitating 
the exploration o f his feelings (Castonguay et al, 1996). At the fifth session, John 
suddenly began to talk about his secret. He disclosed that his childhood and adolescent 
years were fraught with sexual difficulties, most o f which revolved around early 
homosexual and paraphillic experiences and this had left him with deep feelings o f guilt 
and shame and ambivalence about his sexuality. Therapy refocused on the psycho­
education o f male sexuality and development and the meaning (Clarke, 1996) that John
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attributed to these emotionally charged experiences (Castonguay et aL, 1996; Teasdale 
1993). I  felt that the adoption o f a reflective and supportive stance facilitated and 
deepened our relationship, and this was reflected in an increasing level o f rapport. I  felt 
that I  had a better understanding o f John and his predicament and John gradually began 
to relax in the sessions, which was reflected in his increasing self-disclosure. A 
therapeutic bond (Orlinsky et al, 1994) had been formed. By the eighth session John 
reported feeling “better” about his experiences. Furthermore, his disclosure had helped 
considerably in the reformulation o f his problem. For the first time he began to actively 
collaborate in the investigation o f his thoughts, complying with his homework 
assignments. By the thirteenth session, John reported a marked decrease in anxiety, a 
result o f being able to cope better with his intrusive thoughts.
The vignette has shown the importance of forming a therapeutic alliance/bond with the 
client. The adoption of Lazarus’s (1993) “authentic chameleon” facilitated this . 
development, and involved the therapist modifying his participation in the therapeutic 
process in order to offer the most appropriate form of treatment, as opposed to fitting the 
client to the treatment (Lazarus, 1993). This included decisions about when and how to 
be directive, supportive, or reflective. In agreement with this, Joyce & Piper (1996) point 
out that a technique that strengthens the alliance, or facilitates change with a particular 
client, may be unsuitable for others. Working with John, it became apparent that his 
opposition to the treatment could not be addressed in this instance by challenging his 
views about schema avoidance (Young, 1994) behaviours as a maintenance factor in his 
problems, an aspect that cognitive therapy (Beck et al, 1979) would suggest. It seemed to 
have been more helpful engaging at an emotional and non-verbal interpersonal level as a 
way of facilitating movement, and eventually, therapeutic change. However, as 
Castonguay et al. (1996) point out, it is difficult to determine whether John’s progress in 
therapy was caused by technique aimed at bringing about movement, the quality of the 
therapeutic bond, the affective exploration of meaning that he attributed to his 
experiences or an interaction of these components. Work by Joyce & Piper (1996) using
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hierarchical linear modelling (HLM; Bryk & Raudenbush, 1991) as a way of evaluating 
and predicting patterns of change, attest to the complexity of the change process.
However, despite the complexity of the therapeutic change process, in the case of John, 
without an adequate therapeutic relationship, the effectiveness of technical interventions 
might have been compromised. It is clear to see that effective therapy consist of technical 
and empathie interventions. Carroll et al. (1997) argue that this “common sense 
approach” suggests an adequate therapeutic alliance may be necessary to provide the 
conditions under which specific interventions can be productively made. A strong 
therapeutic relationship might foster greater opportunity for treatment retention, since the 
amenable client has had more exposure to the active ingredients of treatment. In 
agreement with this, Rounsaville et al. (1987) found that therapist ratings of therapist 
effectiveness in interpersonal psychotherapy were significantly correlated with positive 
relationship ratings and highly predictive of patient outcome. Conversely, it has been 
suggested, (Piper, Azim, Joyce & McCallum, 1991; Henry, Strupp, Butler, Schact & 
Binder, 1993) that inappropriate or premature use of techniques was associated with poor 
therapeutic alliance. In other words, what seems to be a common factor here is that it is 
how the active components are delivered that seems to be of central importance in 
predicting therapeutic outcome.
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Race and Psychotherapy: A Sociological Perspective
Race is a fundamental aspect of life, since individuals are socialised in a racial context. 
The training that mental health professionals receive invariably reify the status quo -  the 
validation of White norms. This represents a challenge to the postmodern values of 
counselling psychology.
The social is not an additional relationship, it permeates all our relationships (Clarkson, 1997, p.l61).
Preamble
When I started searching for placements in my first year, I made a conscious decision to 
stay in central London. In particular, I wanted to work in an area with ethnically diverse 
populations. As a member of an ethnic group (the author is Black), my decision to remain 
in London, I felt, was twofold. Firstly, as a trainee on a practitioner doctorate course I 
would be attempting to facilitate the well-being of individual minds -  subjective minds, 
that are saturated with values and beliefs conditioned by cultural, institutional and 
individual history. Therefore, as a result of prior experiences of racism, I did not wish to 
engage in the additional process of negotiating racial issues in psychotherapy in my first 
year of an already challenging course.
Secondly, on reflection, it dawned on me that my prevarication was also the result of my 
lack of (theoretical) knowledge concerning the dynamic interaction between Black and 
White identities within the psychotherapeutic relationship. Nevertheless, I felt, such 
awareness would not have affected my subsequent decision to remain in central London.
I wanted to work with Black and White clients, I intuited, whose minds were more ‘open’
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for therapeutic engagement when the therapist was Black, which was a result of their 
perceived pluralistic interaction.
As I began to explore this area privately, and through reading (Carter, 1995; Cross, 1971; 
1991; Helms, 1984; 1990; Palmer, 1999), many questions and perceptions arose for me. 
Furthermore, I felt that my anxieties and apprehension reflected in these questions about 
working with ethnic populations were not only an issue for me, but were also a common 
problem for trainees as a whole. The questions and perceptions are outlined below.
1. I have some apprehension about working with people from different ethnic 
groups
2. I think that issues of race are important, but they are not covered adequately on 
the PsychD course and I do not have the time to do the private research 
necessary.
3. I will probably end up working within my own social and cultural group, so 
perhaps it does not matter.
4. How should the issues of race be discussed when it arises?
5. Does a therapist need to share the cultural background of the client to be 
effective?
6. What are the dynamic processes involved in the Black vis-à-vis White 
therapeutic dyad?
7. Why is it that psychotherapeutic training courses neglect the issue of race?
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The first three statements are affective and they tell us about the context. They reflect a 
social fact - society is differentiated. We are all constructed by our social and cultural 
values. Therefore we feel apprehensive about the ‘other’ because we do not have access 
to their dynamics and personality structure. Secondly, these questions reflect where we 
would like to work as a clinician - we feel a sense of comfort in returning to our norm. 
Questions 4-6 are academic - because in clinical training, it seems that they are presented 
more for theoretical interest than for pragmatic means. Secondly, they reflect our limited 
understanding and awareness of race issues, which in turn is a reflection of the type of 
training we receive, or do not receive. Question 7 ,1 feel, has deep epistemological 
resonance, which tells us something about the nature of society.
Race in a socio cultural context
Carter (1995) argues that the issue of race is not given the significance that it deserves, in 
psychotherapy at least, but it is always present. In particular. Black and White people 
have a shared racial history. The concomitant of this is that Black and White 
subjectivities - their personalities, attitudes, beliefs and identities -  are produced and 
reproduced by the ideology, discourse and power relations inherent in that shared 
historical development (Henriques, Hollway, Venn, Urwin & Walkerdine, 1984).
Katz (1985) argued that European, and members of ethnic groups, regardless of racial 
ethnic origins, are socialized to believe that the values, communication patterns, 
lifestyles, and family structures of Whites (who comprise the dominant group in the 
society) are preferred and normative. In this respect, “an individual’s personality and 
psychological life are shaped by how he or she interprets and responds to the messages 
about his or her racial group” (Carter, 1995, p.227). Therefore, every person develops a 
racial component to his or her personal identity, since the “racial context of our 
socialization shapes our understanding of the meaning, value and significance of our own 
and others’ racial group membership” (Carter, 1995, p.228).
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Race and psychotherapeutic training
Research has shown, that in general, little or no information about race is provided in the 
training of mental health professionals (Allison, Crawford, Echemendia, Robinson & 
Knapp, 1994; Bernal & Castro, 1994; Hills & Strozier, 1992). Carter (1995) argues that 
individuals enter their professional training with values and beliefs about race that are not 
only left unchallenged, but are also reinforced by their training. Educationally, issues 
stemming from race are perceived as belonging to a special isolated area of psychological 
discourse, and this is reinforced by the use of terms such as ‘diversity’ or ‘minority 
population’. Such ideas are encapsulated under the label of ‘multicultural counselling/ 
psychotherapy’. The pedagogy holds a view that clinicians can become less ethnocentric 
when they become familiar with, knowledgeable about, and sensitive to the cultural needs of 
minority groups. This view is congruent with Social Psychology's theorizing (Henriques et 
al, 1984), where the focus of the gaze is on the ‘other’, whilst negating the reciprocal 
interaction between the individual and society. Indeed, according to Franklin, Carter & 
Grace (1993) most mental health professionals are taught traditional theories of 
personality and human development, which ignore how individual psychology is 
juxtaposed to, and mediated by, the sociocultural context.
In our training, there is virtually no emphasis on evolving a theoretical orientation from first 
insight about the patient’s human condition, social ecology or ‘psycho-ethnic history ; this in 
spite of the fact that our theory building comes form our knowledge of, and interaction with, a 
patient population having distinct personal legacies (Franklin, Carter & Grace, 1993, p. 465).
Racial identities and psychotherapy
Essentially, since the Eurocentric worldview is perceived as the norm. Whites are not 
therefore perceived as belonging to a distinct racial group. The corollary of this is that 
White values are not perceived as an important aspect of the therapeutic relationship, and 
are invariably ignored. Carter (1995) argues further, that, if White clinicians are to
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understand race’s influence on the psychotherapeutic relationship they must also examine 
and eiqilore their own racial attitudes and traditions. In this respect, each participant in a 
therapeutic relationship is said to bring a particular mental framework that originates 
from his or her racial identity.
Due to the word limitation of this paper, theories of racial identity such as Cross (1971; 
1991) Black Racial Identity - Nigrescence theory and Helms (1984,1990) White Racial 
Identity theory will only be mentioned. (For a more in-depth evaluation of these models, 
see the review on Race a n d  Psychotherapy below). Nevertheless, both approaches are 
based on the premise that Black and White individual s beliefs or attitudes about his or 
her self or race are mutually constructed categories -  a result of their shared historical 
and cultural experiences of White dominance and visible/racial group subordination.
Both models postulate that for a White or Black person to develop a healthy racial 
identity it is necessary for them to work through a series of Eriksonian like 
developmental stages. Each stage is associated with a particular set of attitudes, beliefs, 
and behaviours towards oneself, and has an important effect on interpersonal dynamics, 
between and within one’s own racial identity groups. Essentially, both models postulate 
that Black and White individuals traverse from a state of conformity or internalised 
racism, to dissonance or conflict with their prior identity status, to reflexiveness - a point 
where individual racism is recognised, accepted and abandoned. Both models consider 
that individuals must internalise a positive view of what it means to be Black or White 
and this understanding is based on a realistic perception of individuals position in society 
and to actively oppose institutional and cultural racism.
There are clear psychotherapeutic implications. Helms (1990) interactional model 
hypothesises that race influences the psychotherapeutic process differently, depending on 
the type of relationship created by the therapist’s and the client s racial identity attitudes. 
The type of therapeutic relationship he or she is in influences a client’s behaviour in
therapy.
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Helms’ (1990) state that four types of relationships can occur, and they can be used to 
characterise the chent’s behaviour and the therapist’s strategies during the 
psychotherapeutic process. Firstly, a parallel relationship exists when a therapist and a 
client of the same race have the same level of racial identity (or awareness), or when the 
dyad’s participants, although of different races, share similar attitudes, albeit negative 
beliefs about Blacks and Whites. In this instance, both participants can be seen as 
colluding in reinforcing the status quo, resulting in minimal therapeutic progress. A 
crossed relationship is one in which a therapist and a client have opposite attitudes about 
Blacks and Whites and belong to opposite levels of racial identity. Regressive 
relationship occurs when a client’s racial identity development is at least one level more 
advanced than the therapist’s. In both these relationships (crossed and regressive) the 
client is likely to experience strong persistent feelings of disconnection, anxiety or 
hostility, and may struggle to be heard by the therapist. A  progressive Relationship 
occurs when the therapist’s racial identity is at least one level more advanced than the 
client’s. This dyad is said to maximise therapeutic progress.
Essentially, Helms’ model suggests that it is important for the therapist to hQ progressive 
-  knowledgeable and reflexive, in relation to Black vis-à-vis White racial identity 
dynamics. Several studies lend support to Helms’ (1990) interactional model (Carter, 
1995; Helms & Carter, 1991; Morten & Atkinson, 1983; Parham & Helms, 1981; 
Pomales, Claibom, & LaFromboise, 1986; Ponterotto, Anderson, & Grieger, 1986). 
Furthermore, in relation to training, several studies have concluded that an understandmg 
of a clinician’s (both White and minority) racial identity development level was central m 
establishing relationships between therapists and clients (Bennett, 1986; Carney & Kahn, 
1986; Smith, 1991). Other researchers have linked stages of identity with stages for 
appropriate training (Bennett, 1986; Carney & Kahn, 1984, Sabnani, Ponterotto & 
Borodovsky, 1991).
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Despite, the research evidence which suggest that Black and White racial identity is an 
important variable in the therapeutic relationship, the incorporation of these ideas into 
mainstream theory, practice and training is negligible.
Reflections
However, on reflection, the idea of acquiring training is somewhat problematic. For 
example, much of the work on Black and White racial identity has been conducted in 
North America and this is also applicable to multi-cultural counselling/psychotherapy as 
a whole. Palmer & Laungani (1999) point out that the American origin inevitably 
influences both therapy and practice. How this translates into the context of British 
culture is another question. It would seem important that British practitioners contribute 
their own knowledge in the development o f ‘multicultural’ counselling/psychotherapy. 
This raises questions, I think, about my responsibility as an African-Caribbean 
counselling psychologist, if I have any. I would suspect that there are differences between 
what counselling psychology aspires to, and what we actually do as practitioners. Indeed, 
how are we as trainees and practitioners from European, middle class back grounds, as 
most of us undoubtedly are (Palmer & Laungani, 1999), to be expected to become 
motivated and involved in training, research and theorising which does not resonate with 
our personal and collective world-view? This leads us back, I think, to questions about 
the nature of psychotherapy and society.
Despite the transparent argument for adequate training, the dominant Eurocentric 
worldview, reflected in psychotherapy, represents a great challenge to counselling 
psychology. However, the postmodern values of counselling psychology (Le., reflexivity 
and ethical values) lend itself weU to this challenge. Indeed, Strawbridge and Woolfe
(1996) argue that collectively, as mental health professionals, if we are to truly respect 
differences and make a difference in people’s lives, we have an ethical obligation, to 
challenge the status quo. Furthermore, as trainees, we are at an advantageous position to
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begin to attempt to address these issues in the development of counselling psychology, or 
at least, for our own personal development.
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THERAPEUTIC DOSSIER
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Introduction to the Therapeutic Practice Dossier
The Therapeutic Practice Dossier relates to work carried out during the three year­
long clinical placements. It contains a description of the three placements including 
type and duration, client population and types of supervision and a brief account of 
other appropriate therapeutic work and professional activities. This section also 
contains an essay on my current approach to the integration of theory, research and 
practice.
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Description of clinical placements
Year one placement: Voluntary services
My first year consisted of two placements. For the First twenty weeks I worked for a 
Social Services psychotherapy service in Inner London. The service provided locally 
based individual therapy to people with a wide range of emotional and relationship 
difficulties. Referrals were made through social services, primary care, or self­
referral. The chent group served by the service included adults aged 18-70.
The service was delivered through a team of 19 volunteer trainee psychotherapists, 
managed and supervised by one paid psychotherapist. The service was available 
during the daytime and in the early evening on three sites. However, therapy was also 
deUvered in the client’s home or in the general practice surgery, if the client’s 
circumstances made this necessary. The service predominately utilised cognitive 
analytic therapy. Supervision placed emphasis on the psychodynamic approach.
My second placement was based at a multicultural centre in inner London. The centre 
consisted of two projects operating concurrently. The centre provided culturally 
sensitive service to African and African-Caribbean people, aged 16-35 (although 
older clients could be referred). Only short-term therapy (16 weeks) was available. All 
referrals were made through social services and primary care. The centre also offered 
a generic service. Referrals were from in and out the borough. Therapy was available 
for as long as required.
The centre offered psychotherapy to people with a wide range of emotional and 
psychological difficulties including those with mild, severe and chronic. I provided 
therapy on an individual basis, although group therapy was also available.
Although the service adopted a humanistic approach to therapy, other approaches and 
techniques (i.e., dynamic) were also utilised as conceptuahsing tools.
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The Centre was a registered charity and was managed by the following staff: a centre 
manager, who was responsible for the running of the project and the supervision of all 
staff, one 0.5 Secretary, two part-time therapists and six trainee therapists The staff 
was accountable to the Management Committee.
Supervision followed the Rogerian approach, although dynamic ideas were also 
utilised to reflect on the process. I was able to utilise a mixture of group, individual 
and peer group supervision. External supervision was also utilised to satisify the 
course criteria. This utilised an integrative approach.
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Year two placement: Psychotherapy department
My second placement was within an adult psychotherapy clinic (NHS) located in 
inner London. The service offered psychotherapy to people with a wide range of 
emotional and psychological difficulties, including those mild, severe and chronic The 
client group served by the department included adults aged 18 to 70. Clients were 
referred by their general practitioners or a psychiatrist and assessed for their 
suitability for psychodynamic therapy. The clinic provided individual therapy, short 
term therapy (minimum of six months) or long term therapy lasting several years, 
group therapy and martial therapy. I provided individual therapy for eleven months.
The clinic was managed by the following clinic staff: A clinic co-ordinator, who is 
responsible for the running of the department, four administrative staff providing 
secretarial support, twelve permanent psychotherapists who worked and supervised 
twenty six honorary psychotherapists.
The department adopted a traditional psychoanalytic psychotherapeutic approach, 
utilising a blend of theoretical perspectives. I received individual supervision from a 
consultant psychotherapist on a weekly basis, which involved analysis of verbatim 
reports of each session. I also received group supervision on a weekly basis. Both 
supervisors preferred an integration of psychoanalytic approaches.
I also attended seminar presentations and readings on alternate weeks where the 
twenty-six honorary psychotherapists met to (a) present and explore a client within 
the group (b) contribute ideas and reflections on specific analytic themes. Permanent 
staff supervises both seminars. I also presented a client study to the group.
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Year three placement: Community mental health team (CMHT)
My third year placement was within the NHS, based in Surrey. I worked with adult 
(aged 17-70) outpatients based in the hospital, in-patients at the secure unit and at the 
Day Treatment Centre (DTC).
The CMHT clients were referred by their general practitioners and psychiatrist and 
assessed for their suitability and placed on a waiting list. The service offered cognitive 
behavioural, marital and psychodynamic therapy to people with a wide spectrum of 
emotional and psychological difficulties. Individual, group, couples, short-term 
therapy or long term therapy lasting several years was available.
A clinic co-ordinator was responsible for the running of the two departments. 
Consultant clinical psychologists manage the permanent psychotherapists and trainee 
clinical and counselling psychologists. The DTC, headed by psychiatrists, provides 
emergency admittance and treatment to people with mental health Crisis and support 
for people with long term severe mental health problems. Other members of the 
multidisciplinary team provided additional support.
I provided individual therapy to clients using an integrative (CBT and 
psychodynamic) approach. I also co-facilitated an anxiety management group in the 
DTC on a weekly basis. During the latter part of the placement, I was responsible for 
designing and facilitating the anxiety management group with a student nurse as co­
facilitator. I have also had experience of joint work, and have observed assessments 
with my supervisor. I received individual supervision from an integrative counselling 
psychologist on a weekly basis.
Other activities included attending multidisciplinary team meetings, psychology 
meetings to look at ways of increasing the service in the DTC, liaising with 
psychologists, psychiatrists, community psychiatric nurses, and occupational 
therapists, attended ward rounds and writing reports for community care programme 
approach meetings.
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An Account of integrating Theory and Research into Therapeutic 
Practice
Introduction
My approach to integrative practice reflects the values of counselling psychology, 
which suggest that, essentially, integration is possible through adopting a personal 
integrative style - one which is ‘tailor-made’- to meet the idiosyncratic needs of each 
chent. Two vignettes from my clinical practice wiU be used to illustrate how issues 
such as the type of training, psychological theory and research, supervision, personal 
experiences of therapy, the context, reflective practice, and increasing maturity as a 
practitioner contribute towards my approach to psychotherapy integration. The 
coroUary of this is that the practice of counselling psychology is a life long process of 
continuing professional development.
Counselling psychology — the scientist-practitioner
Essentially, counselling psychology is seen as the application of psychological theory 
and research to practice (Wilkinson, 1997; Woolfe, 1996).
However, positivist empiricism — the experimentally based method for creating 
knowledge and meaning espoused by classical science - is based on the realist 
epistemological position. The assumption is that “objects in the natural world are 
objective and real” (Woolgar, 1996). Woolfe (1996) points out that 
humanistic/phenomenological values are at the heart of counselling psychology. This 
implies a movement away from traditional psychological therapies, from the idea of 
wanting to cure “patients” with sickness and pathology, to focusing on facilitating 
well-being and personal growth and development. In this regard, the striving or 
process towards understanding the self, in the Jungian sense, is forever unmment. The
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therapist aims to achieve this through the creation of a collaborative or therapeutic 
relationship with the chent and through attempting to understand the subjective  ^
experience of the chent’s inner world and their personal meaning making processes.
However, counselling psychology has its criticisms. It has been argued that the 
discipline not only reifies cultural values (Strawbridge & Woolfe, 1996), but also the 
phenomenological value system, which runs through the heart of counsehing 
psychology is incompatible with the conceptual fi-amework of mainstream psychology 
(Williams & Irving, 1996). However, it has been argued that counselling psychology 
is a postmodernist discipline, and by its reflexive nature, chaUenges mainstream 
attitudes and values (Smith, 1996; Strawbridge & Woolfe, 1996).
Training as a counselling psychologist
My therapeutic training as a counselling psychologist involved a thorough theoretical 
and experiential grounding in the three major psychotherapeutic models.
The humanistic/phenomenological approach formed the basis upon which the training 
was grounded. Particularly, the therapeutic relationship - the collaborative bond 
between the therapist and client - was posited as the sine qua non of all therapeutic 
systems (Clarkson, 1996). Indeed, research has shown that of the numerous variables 
implicated in therapeutic change (See Orlinsky, Grawe & Parkes, 1994), the 
therapeutic relationship has the strongest correlation with outcome across 
psychotherapies of different types and with diverse clinical samples. In this respect, 
Wolfe & Goldfi-ied (1988) described the therapeutic relationship as the “quintessential 
integrative variable”.
On this foundation, the psychodynamic and cognitive models of practice were built.
In addition to the theoretical aspects, my therapeutic practice was further informed by 
a thorough grounding in research. This is an integral aspect of the scientist- 
practitioner model, which involves the practitioner continuously engaging in the
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process of critically researching their work (Wolfe, 1996). My second and third year 
research investigated the spiritual and religious beliefs and experiences of African- 
Caribbean people, an area that has been paid little academic attention. Wilkinson 
(1997) points out that by producing formal research, knowledge is generated for 
debate in relation to effective intervention strategies, the influences of both client and 
therapist variables in relation to therapeutic processes and outcomes, as well as the 
effects of such factors on the context. Wilkinson points out that this knowledge -  
scientific principles - is used phenomeno logically, to make sense of the client 
difficulties and to frame interventions.
Integration
The topic of psychotherapy integration is a complex and unresolved issue. Neimeyer 
(1993) reminds us that the field of psychology is vast, with an ever-increasing 
diversity of unrelated elements of knowledge with different philosophical positions, 
methods and findings. It is not surprising that diversification of approaches to 
understanding human behaviour is also reflected in psychotherapy (e.g., dynamic, 
humanistic and cognitive therapy).
The formation of eclectic or integrative orientations can be seen as an attempt to 
transcend the limits of traditional schools of thought, thus providing a broader 
understanding of human psychopathology (Norcross, 1986). The literature on 
psychotherapy integration is indeed vast and continually growing (see Neimeyer, 
1993). However, there is a plethora of different approaches and we find that there is 
no clear agreement on what constitutes integration, with each model focusing on 
different aspects of therapy. There seems to be a general consensus that, essentially, 
eclecticism primarily emphasises techniques and procedures, and integration is taken 
to mean an integration of theories as well as associated practices (Neimeyer, 1993). 
Clarkson (1996) argues that the three major psychotherapeutic paradigms 
(psychodynamic, cognitive and humanistic) are the dominant perspectives reflected in 
current counselling psychological practice.
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Neimeyer (1993) suggests that the implicit assumption underlying many integrative 
approaches is a realist theory of knowledge (i.e., the belief that a comprehensive and 
unified theory of psychotherapy can be discovered). One of the main criticisms of this 
idea is that unifying theories that are essentially “epistemologically incompatible” 
(Norcross, 1986) can be quite problematic. Thus, it would seem that the 
epistemological positions, clinical theory and practice of the three mentioned by 
Clarkson are contradictory. For instance, the hermeneutic epistemology of the 
psychodynamic approaches (Klein, 1986; Freud, 1949) (i.e., idealism, subjectivism 
and introspection) is diametrically opposed to the rationalist epistemology of the 
cognitive (Beck, Rush, Shaw, & Emery, 1979) approach (i.e., realism, objectivism, 
and extraspection). According to Stevens (1998), the humanistic/ phenomenological 
tradition (Rogers, 1951; Spinelli, 1996) constitutes a third kind of basis for human 
action - reflexive awareness - and refers to this type of epistemology as 
“transformational”. The focus on existential values promotes the hopefiil potentiality 
of individual’s inherent ability to change and grow.
However, I agree with Kubacki and Chase’s (1998) position that it is possible to 
integrate these approaches at a level of clinical theory (principles which underpin the 
process of change) and therapeutic operations (skills, strategies and interventions). 
Although full integration (a therapy in which the basic epistemological values of these 
divergent orientations are maintained and coherently and meaningfully synthesised) 
seems improbable, I also agree with the position that the three traditions can be seen 
as complimentary (Clarkson, 1996) and having much in common (Kwon, 1999), thus 
providing a more enriching and holistic view of the individual. In fact the postmodern 
values of counselling psychology can allow for the inclusion of new, conflicting 
paradigms as well as complimentary ones, because these are all seen as necessarily 
partial. As Clarkson (1996) succinctly, writes.
No one approach is believed to contain an exclusive claim to the ‘truth’, but between 
these different views a more complete and fully rounded appreciation of the human 
being can be construed. Integration can then be conceived as open and creative
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communications between these apparently conflicting and contradictory explanations 
of human beings (Clarkson, 1996, p. 263).
My personal account of integrative practice
In this section, I will discuss and evaluate the different variables that I perceive to 
have been central ingredients in the development of my personal approach towards 
integrative practice. These include; the use of clinical judgement at the assessment 
stage, the administering of appropriate pre and post psychological evaluation forms 
and questionnaires, attending to the context, the use of personal therapy and 
supervision, incorporating theory and research, and reflecting on practice. This wUl be 
followed by two examples from my clinical practice, which will attempt to 
demonstrate how I currently work integratively.
Reflecting on practice
As my therapeutic training progressed, I gradually began to develop the ability to 
reflect, “intellectually questioning and becoming tolerant to other approaches” 
(Clarkson, 1996). Indeed, Martin (1997) describes this process of reflective practice 
as mindfulness -  “a state of psychological freedom, the essential quality of non­
attachment to any particular view” (Martin, 1997, P. 293). This, according to McLeod 
(1996), includes the ability to consciously reflect on the numerous possibilities of 
potential responses, optimal choices among orientations, interventions, feelings, and 
to act with intention.
This process has been further developed with the help of supervision and personal 
therapy. Firstly, appropriate supervision not only assists in the understanding of the 
chent’s issues outside of therapy, but also to facilitate my process of reflective 
practice whilst with the chent. The notion of the “internal supervisor” (Casement,
1985) takes the process of reflective practice a step beyond supervision. Casement
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suggests that as therapists we have to attempt a balance of being with the client whilst 
simultaneously remaining detached and reflective. To become like ones external 
supervisor, we draw on our knowledge base of different theories, research and past 
experience of practice to make decisions in therapy. The use of ongoing personal 
therapy, I felt, has helped considerably in my development as a practitioner. It has 
helped me to explore and reflect objectively on my own issues, thus making it easier 
to reflect on issues in therapy.
Having moved from a humanistic paradigm to the psychodynamic framework in my 
second year, I was soon made conscious of the importance of reflective practice. For 
example the treatment context also plays an important part in the process of reflecting 
on the therapeutic process. This refers to the various settings through which treatment 
can be offered. During my psychodynamic year, I continually struggled with what I 
perceived to have been the rigidity of the therapeutic (analytic) frame in relation to the 
belief that the therapist’s subjectivity can be split off from the dialogue. This issue 
was highlighted with one of my patients, Mr. R. I subsequently wrote an essay titled 
‘Discuss the impact o f  frame management in psychoanalytic therapy using examples 
from your own practice The essay focused on the understanding of psychoanalysis 
as intersubjective, and the important fimction that inadvertent countertransference 
self-disclosure played in the progress of therapy. It would seem that reflecting on 
psychodynamic theorising about the context, and the impact that this had on the 
process of therapy was essential in coming to an understanding of Mr R, and this was 
a significant aspect in increasing rapport and aiding therapeutic progress.
The integration of the cognitive model with the psychodynamic and humanistic 
approach in the third year, has, I feel, significantly increased the effectiveness of my 
clinical practice. I like the notion that human behaviour can be both causally and 
socially constructed and how people are determined and yet capable of autonomy 
(Stevens, 1998). However, the process of transition and integrating these different 
approaches has not been straightforward and, initially, I struggled to find a way 
through. At this point, it was useful to read Greenberg, Elliot & Lietaer’s (1994) 
research, which validated Lazarus’ (1993) notion of the therapist as an “authentic
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chameleon”. Lazarus (1993) points out that all patients are unique. Therefore it is 
essential for therapists to tailor the therapeutic system of delivery -  by adopting a 
flexible repertoire of relationship styles, plus techniques - to suit different clients’ 
needs and expectations. Furthermore, as I have become more experienced - a result of 
consuming a diverse range of research and theoretical literature and reflecting on past 
experiences of practice - my approach to integrative practice has been and continues 
to be, transformed through exploration (Skovholt & Ronnestad, 1995). The corollary 
of this is that the practice of counselling psychology is a hfe long process of 
continuing professional development.
Vignette 1
Mr. D, one of my third year clients, was one of my first attempts at integrating 
cognitive behavioural therapy with humanistic and psychodynamic ideas.
Mr D, a twenty-nine year old single man, had been experiencing recurrent and 
persistent intrusive thoughts, from late adolescence, which had been causing him 
marked anxiety and distress. His obsessions were invariably centred on thoughts to 
harm others in his immediate surroundings. His anxieties were further exacerbated by 
his ‘secret’, most o f which revolved around pre-adolescent and adolescent 
homosexual, heterosexual and zoophiliac experiences and incestuous fantasies. This 
had left him with deep feelings o f guilt and shame, low self-esteem, depressive 
symptoms and ambivalence about his sexuality. Mr. D lives at home with his parents.
The emphasis on cognitive behavioural techniques, particularly in vivo exposure, was 
deemed more appropriate for this client group (Roth & Fonagy, 1996). However, 
throughout the assessment, Mr. D made intermittent references in relation to his 
“secret”. This suggested to me that he needed time and space to affectively explore 
this issue, to know that he could trust me and that I was able to contain his anxieties 
before he would disclose. The NHS placement did not stipulate a time limit on 
therapy. I was therefore able to offer Mr. D an open-ended contract -  a result of the
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perceived severity of his difficulties - with evaluation at six weekly periods. The Beck 
Anxiety Inventory (BAI) (Beck, 1987) and the Personal Questionnaire (PQ) (Shapiro, 
1961) were used to evaluate progress.
The affective exploration of Mr. D’s history suggested that his ongoing anxiety and 
intrusive thoughts might have their origins in his preadolescent and adolescent stages 
of development. In particular, it would seem that the normal curiosity inherent in 
childhood and adolescent sexual development had been his major preoccupation. It 
was useful at this point to read Freud’s (1894) paper on The Defence Neuro-psychoses 
to gain a dynamic understanding of obsessive compulsive disorders (OCD) in relation to 
the possible secondary defense (intrusive thoughts - neurosis) employed in repressing 
childhood memories. In conjunction with this, it was Greenberger and Padesky’s 
(1995) ideas relating to shame and guilt, and Salkovskis, Forrester & Richards (1998) 
theorising concerning the role of responsibility in intrusive thoughts, that provided a 
way of conceptualising Mr. D’s difficulties.
Mr. D concurred with my tentative formulation and reflected his feelings of guilt 
verbally that, retrospectively, he “ought to have done better”. His feeling of shame was 
reflected in one of his core beliefs, “I am a bad person” and that he could have been 
more responsible. According to Salkovskis, Forrester & Richards (1998), it would 
seem that the interpretation of his obsessive thoughts as indicating increase 
responsibility -  that he is a “bad person” - exacerbates his feelings of guilt, shame and 
depression. His behef that he was a “bad person” led to the exploration of, facilitated by, 
appropriate literature (Hite, 1981) on adolescent sexual development.
Mr. D subsequently reported that psycho-education (bibliotherapy) had helped 
considerably in the normalisation of his experiences within an adolescent 
developmental framework. He also reported that the literature made him aware that, 
culturally, he was metaphorically still an adolescent who had not traversed “the rites 
of passage”, and more importantly, he reflected that he was relieved that he had never 
performed penetrative sex. Furthermore, reflecting on the findings of Salkovskis &
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Westbrook’s (1989) research provided me with a new way of reformulating Mr. D’s 
difficulties and to apply these ideas in practice. Indeed, the positive impact of 
bibliotherapy resulted in attention being directed from solely attempting to modifying 
the intrusive thought (“I’ll hurt my parents”) to also combining this with modification 
of the associated underlying schema (“I’m a bad person) and his automatic thoughts 
(e.g. I’m a deviant”, I must be mad”). These thoughts often resulted in catastrophic 
thinking, which preceded the intrusive thought, producing low mood.
Process and progress o f therapy
Despite the conclusions made at the assessment, my enthusiasm to begin using 
cognitive behavioural therapy prompted me to assign homework immediately. 
However, Mr. D repeatedly forgot to bring this to the sessions. This indicated to me 
that he was not psychologically ready (Lazarus, 1993) for interventions and it would 
have been fiitile to continue with attempts to identify intrusive thoughts since this also 
caused him extreme anxiety when he spoke about them. I reasoned that he needed 
space to disclose and reflect upon his experience. His opposition to the treatment 
could not be addressed in this instance by perceiving his avoidance of therapy as 
schema maintaining or neutralising behaviours (Young, 1994). Instead, I abandoned 
techniques midway through session four in favour of active listening, reflecting and 
facilitating the exploration of his feelings. At this point Mr. D disclosed his secret -  
his childhood sexual experiences.
Initially, I was overwhelmed by his disclosure and I was simultaneously filled with 
numerous emotions. I swallowed and breathed deeply. I felt that the client had re- 
introjected (Klein. 1986) my unaltered countertransference feelings of disgust and 
shame -  his implicit theories about sex and sexuality. Mr. D’s silence and demeanor 
conveyed a deep sense of isolation and apathy, which resulted in a decreasing of 
rapport. I immediately acknowledged the issue, in an attempt to work through this 
perceived impasse:
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Therapist: I  get the feeling that it is important for you to know how Ifeel about what 
you have just said.
Client: Well, yes... I  suppose it’s not something to he proud o f (sigh).
Therapist: It sounds like what happened then, is now very distressing for you to 
think about. But...you know, I  can’t ever judge your experiences...
Client: I  know... (His expression conveyed a sense o f acceptance and 
reassurance directed at me, which suggested that things were okay 
between us).
Therapist: Looking back on your experiences, how do you feel about what 
happened?
Using cognitive techniques alone would not have been beneficial in this instance. I 
felt that the adoption of a reflective and interpretative stance provided space for Mr. D 
to affectively explore the meaning that he attributed to his experiences (Clarke, 1996; 
Teasdale, 1993) -  being phenomenological about his experiences - and to reflect on 
how these experiences have changed and continue to change him. It would seem that 
attending to what Clarkson (1995) describes as the person-person relationship 
facilitated this process.
In addition to this, supervision explored the ethical issues surrounding my fears that 
Mr. D might be an abuser. Reading and applying in therapy the work of Finkelhor & 
Baron (1986) fiirther contained my anxieties. This helped me to understand the nature 
of sex offending in relation to normal and abnormal adult fantasies, and the likelihood 
of possible potential abuse. Furthermore, it would seem that the fact that I was a male 
therapist of similar age also facilitated the containment (Bion, 1959) of his anxieties. 
This seemed to have resulted in the development of a strong therapeutic bond 
(Orlinsky et al., 1994) and a deepening of our relationship, and this was reflected in
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an increasing level of rapport. I felt that I had a better understanding of his 
predicament, Avhich was reflected in his increasing self-disclosure.
Evaluation and ending o f therapy
Mr. D appeared to have made some improvements - reflected in his increasing ability 
to talk more openly about his thoughts and to comply with homework assignments 
and in vivo exposure - suggesting that habituation was underway. These 
improvements were also reflected in the BAI and Personal Questionnaires.
The topic of termination of therapy was explored, a result of my interpretation of Mr. 
D’s unconscious communication (Smith, 1991). Mr D stated that he had felt anxious 
and depressed over the Easter break, but had managed to stem his catastrophic 
thinking by challenging his automatic thoughts and underlying schema. Mr. D 
indicated, and I sensed, that further work on habituation would be required. However, 
the topic of termination will be consciously revisited at appropriate points throughout 
the therapy, reinforcing the belief in the utihty and his ability to independently use 
cognitive techniques.
Vignette 2
In this section a clinical vignette based on one of my third year cUents will be utilised 
to elucidate the idea that, in this particular case, cognitive and psychodynamic models 
can be effectively combined at the level o f clinical theory and theoretical operations. 
In particular, the notion that the different theoretical traditions have much in common 
(Kwon, 1999) and that they are also complimentary (Clarkson, 1996), provided me 
with a more hohstic way of understanding and reflecting on the process and progress 
of therapy. It also aided conceptuahsation of the client issues and helped to inform my 
interventions.
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Mrs. M, a 46 year old woman, was referred by her GP suffering from ongoing 
anxiety, including panic attacks with agoraphobia (travelling on buses, cooking, and 
shopping), obsessive compulsive disorder (OCD)(a preoccupation with orderliness 
and cleanliness) and depression from her early adolescent years. Mrs. M  reported 
growing up with deep-rooted feelings o f worthlessness and inadequacy - result o f 
experiencing both parents as emotionally unavailable, but yet demanding figures. She 
was involved in a severe car accident when she was 16 years o f age and sustained 
unspecified damage to her upper back, which gradually led to the development o f 
arthritis in adulthood. She reported that her family responded to her unexpected 
recovery by becoming overly concerned about her well being, which eventually led to 
increasing over-involvement in her life, an aspect that she still finds overpowering, 
oppressive and undermining to her autonomy.
Mrs. M, lives at home with her second husband, and is unemployed. She described her 
husband, along with her own mother, mother-in law and her children, as being 
“manipulative and unsupportive ”, and felt they used her for their own needs. Mrs. M  
has suffered two “mental breakdown ”. The first, in 1991 was triggered by the loss o f  
her employment, her cessation o f alcohol consumption, and increasing difficulties 
with her family. The second occurred in 1997, a result o f feeling exhausted from 
overworking and overwhelmed by her anxieties.
Mrs. M  has been attending the Day Treatment Centre (DTC) for two years. However, 
she was recently informed that she would be discharged, under new regulations, 
within two months.
Mrs. M appeared tired, nervous and agitated at the initial session. She was dressed in 
casual clothes -  jogging pants sweater and trainers and her hair appeared combed but 
unkempt. She had been assessed previously and the assessor concluded that cognitive 
behavioural therapy might be appropriate, given the nature of her clinical 
presentations.
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However, Mrs. M spoke discursively about her present and past difficulties, which 
simultaneously conveyed a melange of unresolved issues and some insight into her 
predicament. Using Smith’s (1991) notion of unconscious communication, I reflected 
silently to myself that maybe she was telling me that right now she needed a more 
facilitative and exploratory approach. However, I was also attentive to the literature 
(Roth & Fonagy, 1996) concerning the efficacy and effectiveness of cognitive 
behavioural therapy for panic, OCD and depression and this would be incorporated at 
a point which was acceptable to the chent. The BAI (Beck, 1987), the Beck 
Depression Inventory (BDI) (Beck, Ward, Mendelson, Mock & Erbaugh, 1961) and 
the PQ (Shapiro, 1961) were used to evaluate progress. Due to the severity of her 
long-term difficulties, an open-ended contract was negotiated with evaluation at every 
ten weeks.
By the fifth session, through the use of various dynamic theorists (Freud, 1949; Klein,
1986) I was able to silently arrive at a formulation of her difficulties. It would appear 
that Mrs. M, was primarily occupying, according to Klein (1946), the paranoid 
schizoid position, unable to assimilate and accommodate her experiences in a 
meaningful way. Furthermore, it would seem that her manic (Klein, 1986) attempts to 
disprove her perceived sense o f‘Vorthlessness” to her family were defenses against 
deep feelings of fear, of being abandoned, humiliated and the loss of her self-esteem 
(Freud, 1926), thus maintaining her problems. I was able to provide Mrs. M with 
appropriate interpretations based on the above dynamic ideas, and this seemed to 
prove meaningful to her.
At session six, it became apparent that her panic attacks were the focus of her 
concerns. I presented her with an explanation of cognitive therapy and a tentative 
conceptualisation of her difficulties within this approach. The transition fi-om one 
model to the next appeared seamless, since the culmination of the dynamic focus -  the 
aetiology of intrapsychic conflict -  was explained and described cognitively as core 
beliefs. This aspect was significant for me, theoretically, since the ease of the 
transition highlighted a commonality (Kwon, 1999) and complementarity (Clarkson, 
1996) between the different models.
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At this point, homework to identify automatic thoughts was assigned. Mrs. M 
conveyed to me her acceptance of the conceptuahsation by complying with the 
homework. At times throughout the (cognitive) sessions she would appear 
overwhelmed by her difficulties, and seemed to exhibit symptoms of panic attacks.
My subsequent transference interpretations -  that maybe her perceived inability to 
cope with my challenges made her felt worthless - encouraged the exploration and 
containment of her pervasive perception of everyday events as threatening and the 
uncontrollable anxiety that ensued. Therefore, the progress of cognitive therapy was 
enhanced, aided by using psychodynamic techniques to continuously reflect on the 
process. Furthermore, the continuing adoption of an interpretative and reflective 
stance helped to facilitate the integration of the two models.
At session eight one of her core beliefs, “ I am worthless” and the meaning that she 
attributed to situations which challenged her competency, “My value is dependent on 
the things that I do” (conditional beliefs) were subsequently elicited. At this point, the 
cognitive explanation of panic attacks (Wells, 1999) was presented and she greeted 
the explanation with increased enthusiasm. It would seem that her perceived inability 
to live up to her parents’ expectations in certain situations was exemplified in her 
negative automatic thought “I don’t exist”, and her subsequent misinterpretation of 
physicaFcognitive symptoms - fear of having fiiture “breakdowns” - appeared to be at 
the root of her panic attacks whilst cooking or shopping.
Process and progress o f therapy
From the first session, I liked Mrs. M. Her experiences of emotional abandonment 
suggested that she might seek a reparative relationship (Clarkson, 1995). For me, at 
times, it was difficult to become detached from the therapeutic process. Supervision 
prompted me to reflect on my own issues. I empathised strongly with her experiences 
of “mental breakdown”, having witnessed such a tragedy in my own interpersonal 
relationships. Despite my attempts to attend to my own assumptions and ideas, I felt
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that this was unconsciously communicated (Smith, 1991) to her in the transference. I 
wanted to get her well. For example, in the seventh session Mrs M spoke about her 
attempts to commence swimming again after a break of three years and the physical 
pain and panic that ensued afterwards.
Therapist: Right I  suppose in a way, it is not a surprise really after three years 
Client: No, no
Therapist: Right, I  suppose in a way you just have to be patient.
Client: Yes
Therapist: That didn Y really help matters...
Client: No, no. I  expected to have done it without any problems. I  expected to have 
done it andfeel good about having done it.
Reflecting silently on the process, I reasoned that I might need to show care without 
being controlling, and allow her to fimction autonomously without abandoning her, as 
her parents had done. As a result of this, I was mindful of the necessity to be attentive 
to my interventions, and also mindful of the relationship between Mrs M’s depression 
and her perception of being controlled and undermined.
In the twelfth session Mrs. M reported that her panic attacks whilst swimming had 
diminished, a result of challenging her catastrophic thinking (fear of a breakdown) 
and reported, with some alacrity, that she had felt better as a result, albeit she had 
experienced severe pain in her back. However, she now reported that her panic attacks 
had refocused on fears about being incapacitated, a result of her arthritic back. This 
aspect was explored in supervision in relation to Freud’s (1949) notion of secondary 
gains, and Mrs. M reported that she had indeed become accustomed to the security
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and containment provided by the DTC. However, the notion of symptom substitution 
(Freud, 1949) suggested to me that her underlying schemas needed to be addressed.
Judith Beck’s (1995) approach to modifying core beliefs and strengthening new 
beliefs was introduced. Mrs. M found the technique of restructuring the meaning of 
earher memories through role-play and re-enacting and reinterpreting earlier 
traumatic events particularly use&l in challenging her beliefs. In addition to this, Mrs. 
M explained that she found the Young and Klosko’s (1994) book that I had 
recommended invaluable, since it highlighted the ubiquity of schemas further 
validating and normalising her experiences. Secondly, the concepts and ideas 
discussed in therapy were reinforced and made more transparent by the literature, 
which she would revisit from time to time.
At session twenty-four, Mrs. M presented dressed in smart casuals, her hair was styled 
and well groomed and she wore small earrings and some facial cosmetics. Her 
presentation seemed to have the effect of suggesting a benign demeanour. Exploration 
of this transformation led to Mrs. M acknowledging that external changes might be a 
reflection of how she was changing internally.
Despite her increasing self-awareness, Mrs. M has expressed joy, one the one hand, at 
finding some meaningful way of understanding and addressing her predicament, but 
great difficulty coming to terms with the disruption within the family dynamics as she 
attempts to assert her autonomy. At this point, therapy, almost naturally, reverted to 
an interpretative and facilitative mode. Mrs. M appeared perplexed as she spoke 
emotionally about the Toss’ of her previous benign health, which she analogously 
described as the ‘old M’. I suggested that maybe she perceived the changes within her 
intrapersonal life as a threat to her identity (Breakwell, 1986). At this point, her 
expressed feelings of vulnerability, emptiness and uncertainty were explored as she 
attempted to assimilate and accommodate a “new” identity.
It would seem that adopting an individual and idiosyncratic integrative approach 
might have been beneficial for Mrs. M, since it allowed her to deal with her avoidance
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behaviours cognitively in the short-term. But for long-term durable change, it appears 
that these underlying issues of “self-experience” (schemas) also have to be addressed 
(Wolfe, 1992). In this respect, it would seem that both extraspective and introspective 
changes can be achieved in therapy (Messer, 1992), albeit, at different stages in the 
process.
Evaluation and ending o f therapy
Despite her reported improvement, Mrs. M’s scores on the BDI, BAI and the PQ 
continued to fluctuate. Nevertheless, her physical transformation remained constant. 
This fluctuation seemed to reflect her ongoing difficulties in adapting to the changes 
in her life. This was invariably condensed, verbally, as having “good days” and “bad 
days”. Her “bad days”, appeared to be linked, invariably, to her perceived inability to 
cope with her obsessive-compulsive behaviours, despite her recognition that there 
might be some relationship between her preoccupation ^vith orderliness and 
cleanliness and her underlying beliefs (Wills & Sanders, 1997) -  her need to be 
valued. At this point a cognitive behavioural approach (Steketee & White, 1990) to 
OCD was explained, and we began to explore possible avenues for behavioural 
modification.
The topic of termination was brought up inadvertently. Despite discussing the nature 
of our contract at the assessment stage, Mrs. M expressed surprise and dismay at 
being informed at her Care Programme Approach meeting that I would be leaving at 
the end of the academic year. This issue was explored and she concurred that she had 
become accustomed to the security and containment provided by the community 
mental health team, and feared the loss of therapy. I have planned to revisit the issue 
of termination, spontaneously, and whenever it becomes appropriate, mindfiil of the 
fact that Mrs. M might require additional therapy after my contract has expired.
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Conclusion
In this essay I have attempted to demonstrate how I work as an integrative 
practitioner. In particular, my training and development is guided by the adoption of 
the scientist-practitioner model. Essentially, this involves perceiving the therapeutic 
relationship as the essential requirement upon which interventions are made. Such 
interventions are guided by past experiences of practice, supervision, experiences of 
personal therapy, formal and informal research and theories and my ability to reflect 
on these processes whilst with the client. The concomitant of this is that the practice 
of counselling psychology is a life long process of continuing professional 
development
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Introduction to the Research Dossier
The Research Dossier contains three separate pieces of research: a literature review 
and two pieces of empirical work. The literature review critically evaluates 
psychotherapy vis-à-vis the Black and White dyad. The empirical research uses two 
different quahtative methods of data analysis to investigate the spiritual and religious 
beliefs of African-Caribbean people. All three pieces of research considers the ways 
in which therapeutic practice could be enhanced through incorporating cultural 
reflexivity in training.
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Race and Psychotherapy
In this literature review the changing nature of Black (African-American and African- 
Caribbean) and White issues in psychotherapy is evaluated. In particular, there seems to 
be three main models that have influenced the way that therapists and clients have 
interacted. These are the inferiority, cultural deprivation and the multicultural model. 
Despite the fact that the socio-political and economic relationship between Black and 
White people have changed, the postmodern epistemology implied in multieuhural 
counselling/psychotherapy appears to have remained largely ethnocentric. Traditionally, 
the main focus for White therapists working multiculturally with Black clients is to 
develop skills, sensitivity and awareness of Black culture. However, White racial identity 
as a variable has been largely ignored in theoiy and clinical practice. This is because 
White/Euro-American values/worldview has been perceived as normative. Several 
theorists (Carter, 1990,1995; Helms, 1984,1990) have argued that an understanding of 
Black and White raeial identity theory is important in understanding the mteractional 
dynamics within the psychotherapeutic relationship. Evidenee for these ideas and 
research studies are critically evaluated.
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Definitions and terms
In the Uterature, the terms “culture”, "ethnieity” and “race” are invariably used 
interchangeably, with a lack of consensus in their usage. It is therefore pertment to clarify
what these terms mean within the context of this review.
Culture, according to Smedley (1993), is defined as a learned behaviour, where 
knowledge, skills, attitudes, behaviours, and language are transmitted fi-om one 
generation to the next, usually within the confines of a physical environment. In this 
respect, every society or groups that shares and transmits behaviours to its members 
possesses a culture (e.g., Euro-Americans, Afirican-Amerieans, Latino/Hispamc 
Americans and so on). Sue, Carter, Casas, Fouad, Ivey, Jensen, LaFromboise, Manese, 
Ponterotto & Vazquez-Nuttal (1998) point out that culture is not synonymous with “race” 
or “ethnic group”. For example, Irish, Jewish, Italian-American and Polish represent 
diverse ethnic groups with different cultural patterns, but which share a common racial 
classification (i.e., Caucasian).
Sue et al. (1998) argue that ethnicity has both a narrow and a broad definition. Firstly, 
they argue that the" broad” definition is often used interchangeably with race.
For example, the groups of White Europeans of (Germanic origin) living in Jamaica are 
classified as ethnic, because they are a non-dominant cultural group m this context. 
However, Betancourt and Lopez (1993) argue that in Europe and America the term ethnic
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is often used as a euphemism for race when referring to non-Whites, and as a non-racial 
designation for Whites. For example, Hispanics do not constitute a distmct racial group 
on the basis of visible characteristics alone, since they vary in terms of skin colour and 
physical features. Nevertheless, White Euro/American people are designated white non- 
Hispanic to separate the groups (Smedley, 1993).
The narrow “definition”, favoured in this review, states that an ethnie group is one m 
which “the members share and transmit a unique cultural and social heritage passed on 
from one generation to the next; these eultural patterns (differences in nationality, 
customs, language, religion) are more related to national origin rather than physical 
differences, which may or may not be germane” (Sue et al, 1998, p.lO). Sue et al. (1998) 
points out that ethnicity does not have a biological or genetic foundation and should not 
be used synonymously with race. For, example, despite the fact that Jews are categorised 
as belonging to an ethnic group, they are not however, a race.
According to Pinderhughes (1989), “race” is saturated with historical, emotional and 
psychological meaning, and constitutes a different level of meaning than ethnicity. “Race 
refers to a presumed classification of all human groups on the basis of visible physical 
traits or phenotypes and behavioural differences” (Carter, 1995, p.l5). Furthermore, in 
North America, when race is used as a social classification system, physical 
characteristics of different human groups can be believed to reflect emotional, cognitive, 
psychological, intellectual and moral qualities (Fredrickson, 1989; Smedley, 1993). 
These qualities are presumed to be inheritable - unlike ethnicity or culture, which are
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fluid and subject to change. Race also has a socio-pohtical meaning, “that promote a 
power differential between whites and various people of colour” (Pinderhughes, 1989, 
p.71). Smedley (1993) argues that “physical differences were a major tool by which 
dominant Whites constructed and maintained social barriers and economic inequalities
(p.22)
For political reasons, when racism is discussed it invariably refers to mdividual prejudice 
and discrimination -  individual racism (e.g., personal ideas, attitudes and behaviours) that 
reinforces the belief in White superiority and visible racial/ethnic group inferiority. 
However, Jones, (1981) identifies two other types; institutional and cultural racism. 
Institutional racism refers to social policies, legal status and regulations designed to 
maintain the socio-political and economic advantages of Whites over non-Whites. 
Cultural racism involves general social beliefs and customs that directly and indirectly 
communicate the superiority of White cultural ways (e.g., language, behaviour, 
appearance, symbols, art, values) over those of non-white cultures.
It is important to note that some theoreticians use the term “visible racial, ethmc group 
(VREG) as a means to indicate the importance of visible physical differences (Cook & 
Helms, 1988). Although it poses additional problems, the authors make a strong case that 
skin colour and other physical features dictate qualitatively different experiences.
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Black identity
From the 1950s through to the 1970s, in the United States and England, it was recognised 
that people of the African Diaspora (people of cultural or African descent not living in 
Africa) an historically denigrated group, were struggling for their basic rights. The 
rejection of the word ‘Negro’, and ‘coloured’ (imposed by Euro/Americans) in favour of 
the self-designated political term ‘Black’ (and the commonly used hyphenated terms 
African-American and African-Caribbean), made an important contribution to the 
individual and collective movement towards self-definition and empowerment of African 
people in the Diaspora. As a result of this, many theoreticians (Cross, 1971, Jackson, 
1971; Milliones, 1980; Thomas, 1971) developed theories to describe this psychosocial 
conversion in Black Americans.
The word Black is used in this review as a political category to identify people of the 
African Diaspora (i.e., African-Americans and African-Caribbean) rather than an attendît to
be ethnically specific.
Much of the research literature on race and psychotherapy has been conducted in North 
America. However, it would seem that the material is applicable to Western Europe, 
since the literature invariably uses the term White and Euro/American synonymously, 
indicating common racial and cultural characteristics.
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Racial themes in psychological research
In this section the main models -  inferiority and cultural/deprivation - which have 
influenced the way that clinicians have thought about race will be outlined. This will be 
followed by an evaluation of the relevant literature pertaining to the Black/white
therapeutic dyad.
Inferiority model
The inferiority model generally contends that Black people (and other non-whites) are 
genetically inferior to Whites. This idea dates from the late seventeenth and early eighteenth 
centuries. However, a rationalised, racist ideology did not develop until the nineteenth 
century (Fredrickson, 1989). The belief in White racial superiority flourished in the 
psychological literature of the 20“' eentury and notions of the “uncivilised black” can be 
found in the early works ofHall (1904). More recently, such sentiments pertaining to the 
intellectual inferiority of Blacks in comparison to Whites are reflected in the works of 
Jensen (1969,1995) and Murray and Hemstein (1994).
Historically, the inferiority perspective led many psychologists to regard Black people as 
mentally unsophisticated and incapable of relating positively to psychotherapy.
9 2
Cultural/Deprivation model
By the 1950s and mid 1960s, the cultural and social deprivation model, formed by more 
liberal-minded psychological researchers (Kardiner & Ovesey, 1951) emerged mto 
mainstream theorising. The hypothesis suggested that environmental rather than 
hereditary factors were responsible for the deficiencies in Blacks, and that due to 
inadequate exposure to Euro-American values, norms, eustoms and lifestyles. Blacks 
were “culturaUy deprived” and required cultural enrichment. Implicit in this idea is that 
the dominant Euro-American culture established the normative standard - thus Black 
values and lifestyles were perceived as deficient (White & Parham, 1990).
One of the most cited studies was that conducted by Kardiner and Ovesey (1951) and 
published in an influential book The Mark o f Oppression. Essentially, Kardiner and 
Ovesey concluded that the Black person was inherently damaged and suffered fi-om “self- 
hatred”, since oppression was presumed to deny Blacks the possibility of developing a 
positive self-esteem.
The main criticism of both the inferiority and deprivation paradigms is that they attempt to 
in flin t  the burden of change onto those who are racially and culturally different, blammg the 
victim rather than questioning the system that provides mental health services. The corollary 
of this was that much of what was known about race was overwhelmingly negative and 
influenced the way that clinicians related to Black clients in the psyehotherapeutic 
relationship (Carter, 1990; White & Parham, 1990,).
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Psychotherapy: The Black/White dyad
There appears to have been no consensus in the early literature (1900 -1970 s) on the 
effectiveness of psychotherapy with Black cUents in White therapistÆlack chent dyads 
(Robinson, 1989; Banks, 1972). According to Carter (1995), the infenonty and cultural and 
social deprivation paradigms guided such clinicians. The majority of the literature focused 
on the impact of institutional barriers and factors of history and racism on the Uves of 
African-Americans, and the problems which Black patients bring to the therapeutic setting 
(Bulhan, 1985; De la Cancela, 1985; Greene, 1985; Hall & Maloney, 1983; Jenkins, 1985; 
Nobles, 1981). It would appear that M ure on the part ofthe therapist to work effectively 
was perceived to be a result of clinicians adhering to myths and stereotypes about Black 
clients and who were inadequately trained, inexperienced or prejudiced. The most frequent 
stereotypes described Blacks as impulse driven, non-verbal, concrete, uninteUigent, non- 
introspective, incapable of insight, submissive, resentful, suspicious, and having character 
disorders that are ill suited for therapy (Gardner, 1972; Jones & Seagull, 1977,
Pinderhughes, 1973; Robinson, 1989; Sattler, 1977). Indeed, Bell, Bland, Houston and Jones 
(1983) suggest that these racial myths are rooted in pseudoscientific studies on Blacks by 
behavioural and social scientists, as well as in the limited clinical experiences of White 
psychiatrists with Black chents.
Majors and Nikelly (1983) note that lower-class Blacks in treatment view white middle class 
therapists as representatives of mainstieam American society. Kadushin (1983) argues that 
Black chents may therefore enter the therapeutic relationship with a number of defences
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related to race. He or she may have anxieties about white therapists that are rooted in a 
culturally conditioned “paranoia”, in which Whites and social systems are viewed as 
potential enemies unless proven otherwise - a “cultural depression and cultural 
masochism”, developed in response to social, physical and psychological mistreatment. 
Kadushin further suggests that within the therapeutic relationship Black clients tend to resort 
to concealment, and respond with discretion or accommodation as a means of appeasing the 
therapists. Majors and NikeUy (1983) state that Black clients may be less verbal and less 
likely to self-disclose, and may be anxious that they will be rejected or punished, re- 
experiencing a continuation of societal racism within the therapeutic setting. Furthermore, 
White therapists are perceived as being distant and unable to relate to Black experiences. 
Consequently, the chent may be less actively involved in the process of therapy, reacting 
negatively to the White therapist’s interventions. As a result of this, Kadushin (1983) 
suggests that the therapeutic relationship may become affected with transferential 
expressions of resentment, hostility, and anxiety exhibited by the black client, and 
countertransferential expressions of guilt and anxiety by the therapists. In such instances, 
this may lead to the chent terminating prematurely or leaving with httle symptom relief 
(Carter (1995). These suggestions seems to concur with the findings of Sue and Sue (1990), 
who state that fifty percent of minority chents terminate after only one contact with a 
therapist. Sue and Sue argue that
“The services offered are fi-equently antagonistic or inappropriate to the life experiences o f  the 
culturally different client; they lack sensitivity and understanding, and are oppressive and 
discriminating towards minority clients” (p.7).
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Some researchers suggest that, within the context of traditional counselling and therapy,
black clients are best served hy Black professionals (Hall & Maloney, 1983; Jenkins, 1985;
7ane Hatanaka, Park & Akutsu, 1994). This view is based on the premise that Black 
therapists and black clients have similar racial issues and therefore these raeial issues will 
not impede the therapeutic process (Banks, 1972; Jones, 1990). However, it has been noted 
that being Black does not insure a therapist’s success in working with Black chents (Thomas 
& Dansby, 1985) since Black people do not belong to one homogenous group. Moreover, 
the literature does not offer a consensus as to whether chents invariably prefer therapists 
fiom their ownreferencegrcup(Duhey, 1970, Hah & Maloney, 1983). Carter (1995) notes 
that Black therapists, like white therapists, are usually trained to work with White chents, 
and are therefore subjected to many of the same pitfalls as White therapists. A general 
criticism of the mental health training programs is that they do not tram mental health 
professionals to be laciahy aware or competent, nor do they provide trainees with theoretieal 
or practical knowledge that wiU facilitate their work with culturally different chents.
Little has been written about the therapeutic process involving Black therapistAVhite chent 
dyads. Carter (1995) suggests that there are two ways to explain this paucity of hterature: (a) 
there are relatively few of these dyads, with many more White therapists/Black chent dyads 
and (b) perhaps scholars do not view this dyad as problematic or interesting. Fooks (1973) 
observes that the Black therapist skin colour may ehcit fear and anxiety m a White client, 
creating resistance towards the therapist. Other researchers and clinicians maintam that weh 
trained, sensitive. White therapists have been effective when working with Black chents and
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ÜKüiiKXiwasiiot asÿroifkxint factor (Ckcter, 19<)5; Gü,bs» 1985; Helms 1S»84,1990;
Jackson, 1983; Jones, 1985; Nobles, 1981; Robinson, 1989, Sue et al, 1998). In addition to 
this. Several researchers contend that Black culture and values must be understood by White 
therapist if treatment is to be effective (De la Cancela, 1985; Gibbs, 1985; Jones 1990, 
Jenkins, 1985). However, other researchers (Jones, 1978,1982; Cross, 1971,1991; Helms, 
1984; 1990) have argued that the race of the therapist is an important variable that can 
compromise the interactional dynamics within the Black/White dyad.
Race matters
Two innovative studies by Jones (1978,1982) investigated the influenee ofrace in the 
psychotherapeutic process. Jones (1978) used transcripts of ongoing therapy and therapist 
and client post-session reports. Two judges, one Black and one White, read the transcripts 
and interpreted the meaning hy using content analysis. Outcome was measured by 
examining each participant’s satisfaction with the therapy, and perception of the other 
participant. The results indicated that lace was more saUent for Black clients than for White 
clients and was highest in Blackffllack pairs. The degree of saUence exeeeded that of Black 
therapists/Whfte chent and White cUentfWhite therapist pairs. The White/White dyads were 
rated as significantly greater in rapportdiking than BlackÆlack pairs, and BlackÆlaek pairs 
showed greater depth/efficacy than WhiteAVhite pairs. As a group, Blaek chents discussed 
frequently, and became more trusting as the therapist’s commitment to themrace more
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increased. Overall, Jones found that race influenced the psychotherapeutic process, but not 
its outcome.
In another study, Jones (1982), using archival data of case records, explored 
psychotherapists’ impressions oftreatment outcome for different racial pairs. Each therapist 
was asked to complete an adjective checklist and an outcome instrument two to six weeks 
after terminating with their client. Jones (1982) found that Black and White therapists 
differed in their assessments of psychological disorder. Specifically, White therapists tended 
to report that their Black chents were more seriously impaired than did Black therapists.
This finrting was most pronounced when White therapists were assessing the quality of 
femily relationships. Indeed LMewood and Lipsedge (1988) have shown that Afirican- 
Caribhean men were more likely to be given a diagnosis of schizophrenia than their 
indigenous counterpart. Grier and Cohbs, (1968) have argued that Blacks and Whites hold 
different conceptions of mental illness, and that certain forms of behaviour considered to be 
a sign of disturbance by a White clinieian may in feet serve an adaptive function for a Black
client.
Summary
The hterature indicates that the effectiveness and success of White therapists m the 
ther^eutic relationship with Black chents greatly depend upon White therapists developmg 
sensitivity and awareness of Black values. Jones (1978, 1982) has shown that race matters
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- race was more salient for black clients and therapists than it was for Whites and that 
race is an important variable in the psychotherapeutic process. However, the instruments 
Jones used (1978) did not assess the covert interaction experiences of the participants, hut 
evaluated the overt statements or verbal exchanges. It was also unclear how race was 
discussed in therapy, and in what way patients may experience therapeutic interventions. 
Moreover, Jones used racial group membership as the primary race variable, which means 
he did not consider the within group variation - racial identity statuses of the therapy 
participants (Carter, 1995). The importance of attending to Black and White racial 
identities within the therapeutic relationship will he addressed in the following sections, 
beginning with a critique of multi-culturalism.
Multi-cultural model
The inferiority and cultural deprivation model reflected the “modernist” epistemology of 
Western seience -  characterised by rational, linear, positivist and empirical traditions 
(Gergen, 1994). According to Sue et al. (1998) the multi-cultural movement in 
psychology is truly “postmodern” in that it embodies “social constructionism”, meaning 
that people construct their worlds through social processes (historical, cultural and social 
experiences). Furthermore, it challenges the status quo -  the notion of a universal 
psychology - emhracing diversity and accepts the existence of multiple worldviews.
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The term multicultural may mean different things to different people, and relates not only 
to racial/ethnic minorities but also to other aspects such as sexual and gender orientation. 
In the context of counselling/therapy (multicultural counselling/therapy also encapsulates 
other terms such as cross-cultural and intercultural counselling/therapy), it relates to a 
metatheoretical approach that; recognises the relativity of cultural theories and modes of 
therapeutic practice; refers to a therapeutic relationship that consists of participants from 
different cultural backgrounds; recognises the use of both Western and non Western 
approaches to therapy; and is characterised by the therapist who is culturally aware, 
knowledgeable and trained to work skilfully and sensitively within this framework (Sue 
et al, 1998). The multicultural model is sometimes referred to as the “fourth force in 
counselling” (Fukuyama, 1990), meaning that it is complimentary to the psychodynamic,
behavioural and humanistic frameworks.
Critique o f multi-culturalism
Despite the corrective nature of its epistemology, the multicultural paradigm has its critics. 
In particular, it has been argued that because most therapists are White, there is a tendency 
to see the world through his or her own raciaFcultural worldview without conscious 
awareness of their practice (Carter, 1995; Helms, 1994; Katz  ^1985; Sue et al., 1999).
Katz (1985) contends that White cultural values are superordinate to ethnic cultural values. 
She notes that some of the dimensions that characterise White culture are. dualism,
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individualism; an action orientation (measured by external aecomplishment); a strong need
to conform to social rules; a hierarchical power structure; a eommunication system that
reUes on written and standard English forms; a view of time as a commodity; a religious 
system based on Judeo-Christian ideals; a view that a patriarchal and nuclear family 
structure are the ideal social unit; and a philosophical system that is based on existential 
notions of life and reality. According to Katz (1985), these Euro-American values form the 
basis of psychotherapeutic theory and practice. Therefore, adherence to one worldview 
“limits our abilities to be effective cross-cuhuraUy” (P.619). The concomitant ofthis is that 
‘multicultural’ model is ethnocentrie. According to Helms (1994), the influence of White 
racial values have been largely ignored in the current literature relating to multicultural 
counselling/psychotherapy.
Carter (1995) and Helms (1984, 1990) maintains that race and racial identity (i.e., an 
individual’s level o f psychological maturation associated with his or her racial group 
membership) are integral aspeets of personaUty and human development. Furthermore, 
the majority of articles and books about cross-eultural counselling and psychotherapy 
(e.g., Locke, 1994; Pedersen, Draguns, Lonner & Trimble, 1996) describe how culture 
influences the therapeutic process with different minority groups. However, Carter notes 
that racial issues in the therapeutie proeess have been seen from the “counsellor-as- 
problem” perspective: the therapist is invariably required to develop awareness, 
knowledge, skiUs and strategies to be able to work sensitively with ethnic minorities. 
Many elinicians working within the multicultural framework have ignored the importance
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ofrace, eonfiising it with other constructs such as ethnicity and culture and mininusmg its 
importance in American life. Carter (1995) state that.
“Much of what is known about race in therapy has been derived from the work of psychodynamic 
writers who simply describe the interplay of transference and countertransference m cross-racial
interventions (p.72).
Abel, Metraux, and Roll (1987) argue that cultural patterns do not exclusively constitute 
transference and countertransference issues. Rather, the treatment situation -  the cultural 
value-orientation of the therapist - characterises the saUence of cultural patterns.
Therefore, acknowledging the client’s and the therapist’s racial identity (level) ean 
provide an initial step towards understanding how raee may affect mtrapsychic and 
interpersonal relations within the therapeutie relationship.
Several theorists have proposed theories of raeial identities (Cross, 1971, Helms, 1984). 
However, to the author’s current knowledge, only Helms (1984; 1990) has put forward an 
interactional model that attempts to understand the dynamics and interplay of racial 
identities within the psychotherapeutic relationship. Secondly, only a few researchers, 
such as Carter (1995) have attempted to empirically explore eross-racial issues.
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Racial identity development models
The of racial identity can be said to have its roots in social psychological
theories of social identity and intergroup processes (Sherif, 1967; Tajfel & Turner, 1979), 
the psychodynamic approach (Erikson, 1968) and the most recent. Identity Process Theory 
proposed by Breakwell (1986). However, it is the psychodynamie approach that has been 
most influential to psychologists’ formulations regarding racial identity. Eriksonian 
psychodynamic, developmental perspectives on ethnic and racial identity have been applied 
to diverse populations, including African-Americans (Cross, 1971), White racial identity 
(Helms, 1984), biracial persons (Poston, 1990) and generic ethnicity models (e.g. Phiimey, 
1989). However, in line with the focus ofthis paper, only Cross’ (1971, 1991) Black racial 
identity development (BRID) model and Helms’ (1984; 1990) White racial identity 
development (WRID) model will be discussed.
Black racial identity
Helms (1990) define Blaek racial identity development (BRID) or Nigrescence theory -  
as “the developmental process by which a person “becomes Black”, where Black is 
defined in terms of one’s manner of thinking about and evaluating oneself and one s 
reference group rather than in terms of skin colour per se” (Helms, 1990, p.l7). The core 
assumption of Nigrescence theory conceptuahses Black identity and the afBrmation of 
oneself as an African-American, as a reaction to the oppressive conditions of White
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American racism (White & Parham, 1990). The model theorises that persons in the early 
stages of identity development will exhibit low self-esteem, behind in their ego-identity 
development and weak in their racial cultural development. Self-esteem becomes more 
optimal and one’s ethnic/racial frame takes on a more positive valence at the advanced 
stage of Nigrescence - highest level of ego development (Cross & Fhagen-Smith, 1996). 
Helms (1990) provide a thorough overview of Black racial identity models and review 
the theories of Cross (1971), Jackson (1975), Miüiones (1980) and Thomas (1971) 
among others. The most researched of these theoretical approaches is that of Cross (1971, 
1991). Cross’s model is conceptualised as consisting of five stages, outlined below.
Pre-encounter: Characterised by an idealisation o f  the dominant White culture and a
denigration o f Black culture and values.
Encounter: The individual begins to question previously held beliefs and one’s role
as a Black individual in a White-dominated power structure.
Emersion and fully immerse himself or herself into Black culture.
Internalisation: The Black person develops an assured, self-confident Black identity,
becoming open to other worldviews.
Internalisation/ This is similar to the previous stage, but individuals become
Commitment committed to Black affairs.
Using the Racial Identity Attitude Scale (RIAS) (Helms & Paiham, 1985), the Cross 
model has been the focus of rigorous, systematic, and experimentaUy varied empirical 
investigations which, have found a moderate to high level of content, construct, and 
predictive/discriminant- vahdity (Helms, 1986, Helms, 1990; Ponterotto & Wise, 1987; 
Sabnani & Ponterotto, 1992). Furthermore, reviews ofBRID research (Cross, 1991:
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Cross, Parham & Helms, 1995; Helms, 1990) reveal a pattern of results linking (a) Pre- 
Encounter to low self-esteem, depression, hostility, increased anxiety and lower levels of 
self-actuaHsation (b) Immersion/Emersion to a state of flux and (c) Intemahsation to high 
self-esteem, low depression and a greater sense of self-actuaHsation (Cross & Fhagen- 
Smith, 1996).
White racial identity
The work of Hardiman (1982), Hehns (1984, 1990), Rowe, Bennett and Atkinson (1994) 
and Sue et al. (1998) have posited examples of White racial identity model (WRID). 
Helms (1984, 1990) WRID model is the most cited, researched and applied of all the 
White Racial Identity formulations. Her main assumptions are that racism is an intimate 
and central part of being a White American. Secondly, Whites are socialised to feel 
superior to non-Whites by virtue of their white skin alone. Thirdly, she assumes that 
Whites can deny, avoid or ignore dealing with their Whiteness until they have to confront 
the idea or the physical reality of Blacks in their space. In essence, she argues that for a 
White person to evolve a healthy white identity, one that is mainly non-racist, he or she 
must firstly relinquish all individual, institutional and cultural racism. This means that 
Whites must understand the cultural implications and meaning of being White and, 
secondly, develop a self-concept devoid of any element associated with racial superiority. 
Furthermore, she argues that historically “ Black culture have been the primary 
“outgroup” around which racial identity development issues revolved.... White racial
105
identity contains parallel beliefs and attitudes about Whites as well as Blacks” (Helms, 
1990, pp. 19-50). She conceptualises her model as consisting of six racial identity
statuses outlined below.
Contact:
Disintegration:
Re-Integration:
The individual is unaware o f their internalised racism, perceiving racial 
and cultural differences to be unimportant, and seldom perceive 
themselves as dominant group members, or having biases
In this state the individual experiences dissonance over unresolved racial 
dilemmas - i.e., not acknowledging that oppression exists whilst 
simultaneously aclmowledging that the death of Stephen Lawrence -  a 
Black teenager who was killed by White youths in London, 1993 - was 
racially motivated.
In this stage the resolution o f conflict is characterised as regression - the 
tendency to idealise ones socio-political group and to be intolerant of  
other minority groups. This is consolidated by a firm and conscious 
belief in White racial superiority and that outgroups are blamed for their 
problems.
Pseudo-Independence: An encounter/event challenges the individual's belitfs and perception and
he or she begins to understand racial and cultural differences, albeit flom
an intellectual standpoint.
At this stage the individual begins to question the socio-political meaning 
of what it means to be White. There is a true willingness to confront one’s 
biases and an increasing experiential and affective understanding that was 
lacking in the previous status.
There is an increasing awareness o f one’s Whiteness, reduced feelings o f
is knowledgeable about racial, ethnic and cultural differences, values the 
diversity and is comfortable with the experiential reality o f race. 
Development o f a non-racist White identity becomes increasingly strong.
Immersion/Emersion:
Autonomy:
White Racial Identity research (Carter, 1990,1991 ; Carter & Parks 1994; Helms, 1990, 
Helms & Carter, 1991; McCaine, 1986), using the White Racial Attitude Scale (Helms & 
Carter, 1990), reveals a pattern of results linking (a) Contact to endorsement of racial
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beliefs, a weak sense of self, and individuals who were ignorant ofrace issues, (b) 
Disintegration to interpersonal immaturity, (c) Reintegration with fear and hostility towards 
Blacks, (d) Pseudo-Independence with a shift towards self-reliance and a cognitive 
understanding of racism, and (e) Autonomy to both an intellectual and emotional 
understanding of racism.
Evaluation o f  racial identity theories
Despite the general acceptance of the two models outlined it has heen argued (Parham, 
1989, Rowe et al., 1994) that too much emphasis has been placed on the assumptions that 
White vis-à-vis Black relationship is base on Black oppression. Rowe et al. (1994) points 
out that WRID may not necessarily develop under the same oppressive conditions as 
minority development models, hut may occur independently. Secondly, Rowe et al. 
argues that the racial identity models are not only conceptuaUy based on subjective 
ethical criteria, but also adopts a linear (stage/statuses) approach that ignores mdividual 
experiential variability. Parham (1989) suggest that identity resolution can occur m at least
three ways:
® Stagnation: The failure to move beyond one’s identity state.
e Stage-wise linear progression; Movement from one identity state to another m a
sequential, linear fashion, 
e Recycling: Movement back through the stages once a cycle has already been completed
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For Parham, recycling does not mean the person reverts back to a Pre-Encounter or Contact 
identity and then traverses all the stages. Rather, he is inclined to beheve that the challenges 
or trauma acts as a new encounter episode that exposes small or giant gaps in a person s 
thinking about Blackness/Whiteness, and the person recycles in order to fill such gaps. Thus, 
depending on the nature of the challenge or the new encounter, recycling may mean 
anything from a mild refocusing experience, to one involving a fully-fledged Immersion- 
Emersion or Disintegration experience. Furthermore, Parham is critical of the Pre-encounter 
stage - that one’s racial identity development begins with a pro-White/anti-Black fi-ame of 
reference. In direct criticism of the assessment measure (RIAS), Plummer (1995) argues that 
a cohort group of Afi-ican-American adolescents in the 1990s is very different from college- 
aged students ofthe 1970s and 1980s on whom the theory was developed and the inventory 
created. Black adolescents may grow up with a sense of pride in their race, unlike perhaps, 
their grandparents who struggled with negative feelings of being ‘coloured’ or ‘Negro’. 
Since that time, conditions of oppression have changed from more overt to subtle forms of
racism.
One of the main difficulties with the racial identity models is that ‘achieved’ racial 
‘identity’ is seen as an essentialist truth the healthy person must attempt to accomplish 
(Giast, 1997). In a recent study Bat-Chava, Allen, Aber and Seidman (1995) pointed out 
that identity can also be based on something other than race (i.e. bicuhural frame of 
reference, a multicultural ideology, multiple group orientation, refigion, politics, social 
status, occupation). Similarly, in a re-examination of racial identity development studies
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that originally reported an increase in self-esteem and ego fimctioning with advance 
progress through the stages, it was found that the Pre-Encounter stage may encompass two 
prototypes, not one (Cross, 1991; Cross et al., 1995). One cluster reflects alienation from 
other Blacks, evidence of internalised racism and a Eurocentric worldview. However, 
another group positioned at Pre-Encounter identified with other Blacks, held predominantly 
internalisation attitudes, evidenced little internalised racism and reported average level of 
self-esteem. Once again these individuals were not using ethnicity to frame their identities.
For example, in a study ofthe psychological characteristics and reference group orientation 
of gay Black men, Johnson (1981) classified those that affirmed a primary identity that 
centred on race and culture as ‘Black identified’. The Black homosexuals who placed 
greater salience on being gay than Black were classified as ‘Gay identified’. Johnson 
recorded minimal health differences between the two groups. “Both identities provided a 
way for reaching the statuses of ‘achieved identity’, despite being divergent in content and 
focus” (Cross & Fhagen-Smith, 1996, p.l 16).
In addition to the above. Smith (1991) is critical ofthe fact that most of the research on 
racial identity has focused on racial identity awareness, rather than what she describes as 
the more generic concept of identity development. For example Liebkind (1992) applies 
Breakwell’s (1986) identity process theory to ethnic identity. Liebkind explains that 
ethnic identity is achieved through an active process of self-definition (assimilation and 
accommodation) and self-evaluation, aspects that both Cross and Helms’ models 
implicitly convey. However, despite recognising the utility of generic models, Liebkind
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also concedes that identity formation is a multidimensional phenomenon. In the light of 
this, adopting such generic approaches is problematic, because it ignores identity 
development experiences that are unique to a particular ethnic group.
Racial identity theory: Clinical implications
Despite the problems outlined above. Sue et al. (1998) point out that having an awareness 
of Black and White racial identity development is an important attribute that has training 
and therapeutic implications. A number of investigators have examined the relationship 
between a White Euro-American therapist’s racial/ethnic identity and his or her readiness 
for multi-cultural awareness skills training (Carney & Kahn, 1984; Ponterotto, 1988; 
Sabnani, Ponterotto & Borodovsky, 1991). The researchers concluded that an 
understanding of a clinician’s (both White and minority) racial identity development 
level was central in establishing relationships between therapists and clients (Bennett, 
1986; Carney & Kahn, 1986; Smith, 1991). Other researchers have linked stages of 
identity with stages for appropriate training (Bennett, 1986; Carney & Kahn, 1984, 
Sabnani et al., 1991). Secondly, racial identity theory suggests that chent’s and therapist’s 
racial attitudes interact with and influence each participant’s thoughts and feelings. The 
ways that racial identity may interact within the therapeutic relationship will be discussed 
in the next section.
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Helms (1984, 1990) interaction model
Helms’ (1990) interactional model attempts to address how the various combinations of 
racial identity attitudes held by the participants operate in the therapeutic process. She 
explains that four types of relationships can occur, and that they can be used to 
characterise the client’s behaviour and the therapist’s strategies during the 
psychotherapeutic process.
Firstly, & parallel relationship exists when a therapist and a client ofthe same race have 
the same level of racial identity (or awareness), or when the dyad’s participants, although 
of different races, share similar attitudes about Blacks and Whites. In this instance, both 
client and therapist assume that race is not salient, regardless of their racial group 
memberships. Both participants are interacting in a way that is mutually remforcmg, and 
the client is likely to experience minimal symptom relief regardless ofthe length of 
treatment. A crossed relationship is one in which a therapist and a client have opposite 
attitudes about Blacks and Whites and belong to opposite levels of racial identity. A 
regressive relationship occurs when a client’s racial identity development is at least one 
level more advanced than the therapist’s. In both these relationships (crossed and 
regressive) the client is likely to experience strong persistent feelings of disconnection, 
anxiety or hostility, and may struggle to he heard by the therapist. A progressive 
relationship occurs when the therapist’s racial identity is at least one level more advanced 
than the chent’s. A clinician with a more advanced racial identity status can understand
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race
are
and its influence and discern how societal messages about group specific behaviours 
absorbed by the client, and can go beyond transference and countertransference to 
comprehend the dynamics and personality structure ofthe client.
Implicit in Helms’ interaction model is the idea that the racial identity status of each member 
ofthe dyad influences the other’s overt behaviour. Each of the four relationship types is 
characterised by distinct differences in client’s and therapist’s cognitions, behaviour, 
strategies, and processes. For example, in a progressive relationship, the therapist may be 
empathie and accepting, ereating space for the client to self-explore. According to Helms, in 
this type of relationship one would expects low levels of anger and anxiety, and the session 
to be evaluated positively by both participants. In a regressive relationship, one would 
expect the client to have more negative reactions to the therapist’s statements, intentions and
behaviour.
The strength of Helms’ Interaction model is that it goes beyond traditional approaches to 
multicultural research in psychotherapy, and attempts to theorise the way in which race or 
racial identity affects the therapeutic process. Secondly, her model also highlights the feet 
that racial identity also has impUcation for White dyads as well as racially mixed therapeutic
pairs.
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Research evidence for Helms interaction model
The literature review indicates that Carter’s (1995) study was the only pieee of empirical 
work conducted to test Helms’ interaction model.
Carter (1995) used counselling simulations in which mental health professionals and 
graduate students’ role-played counseUors and clients discussing racial issues. The 
foUowir^ types of therapeutic pairs were formed hy considering the therapists and clients 
race: 8 White counsellor/Black client pairs (W/B), 4 Black counsellorAVhite client pairs 
(B/W), 19 White counsellor/White client pairs (W/W), and 5 Visible raeial /ethnic group 
pairs (VR/VR). In Carter’s study, predictor variables were White racial identity attitudes 
(Helms, 1990) and Cross’s (1971,1991) Black racial identity attitudes.
The participants who chose to be clients were given a list of potential racial topics and were 
asked to select, for discussion during the simulation, a topic with which they had personal 
experience. The therapists were instructed to counsel the clients, drawing on their 
therapeutic skills. At the completion of a brief session, each client and eounsellor completed 
a session evaluation scale and affective measures, and reviewed the videotaped session. 
During this process, each chent recorded his or her reactions to each ofthe counsellor’s 
statements, and each counseUor indicated his or her intentions underlying each statement, 
using Hill and O’Grady’s (1985) therapists intention scale. A counseUor’s intention is 
defined as a “therapist’s rationale for selecting a specific behaviour, response mode.
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technique or intervention to use with a client at any given moment within the process ofthe 
session. Due to word limitation, only findings for the W/B and B/W pairs will be evaluated.
The assumption being examined in this study was that counsellor s actions that result 
from his or her racial identity attitudes influence a client’s reactions and that a client’s 
racial identity attitudes influence a counsellor’s behaviour (measured as therapist 
intentions). An additional aim was to evaluate the extent to which racial identity attitudes, 
as they interact with race, are better predictors ofthe counselling process than race itself.
White counsellor/Black client dyad
The results of analyses showed that in W/B dyads, racial identity attitudes were significantly 
related to eounsellor intentions and client reactions. For example, a therapist with Contact 
attitudes who did not see race as salient would ignore differences due to race. Therefore, he 
or she may not see possibilities for changing or clarifying these feelings when presented by 
a client, who may be left feeling unsupported. Furthermore, in general, the findings with 
respect to therapists who exhibited disintegration and pseudo-independence attitudes 
indicated that Black clients’ reactions to these interventions were primarily negative (e.g., 
ineffective and lacked direction). When a White counsellor had higher levels ofracial 
identity the Black clients felt supported, but did not necessarily learn skills for
behavioural change.
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When examining Black clients’ racial identity attitudes with White counsellors, the findings 
showed that Black clients with Pre-Encounter attitudes (anti-Black/pro-White attitudes) 
seemed to benefit firom White counsellors, who were perceived as providing structure to the 
therapy sessions. Black clients with high Immersion and Internalisation attitudes when 
working with White counsellors, felt understood, but felt that they did not learn appropriate 
behaviours or feel that the setting was a place for exploration.
In agreement with Carter’s simulation, several studies have shown that Blacks at the Pre­
encounter stage have stronger preferences for White counsellors. Whereas attitudes 
associated with identification with Blacks and Black culture (e.g., encounter and 
Immersion/Emersion) have been associated with stronger preferences for Black 
counsellors (Ponterotto, Anderson, & Grieger, 1986; Pomales, Claibom, & LaFromboise, 
1986; Helms & Carter, 1991; Morten & Atkinson, 1983; Parham & Helms, 1981).
Black clients with a predominance of Encounter attitudes related to a White counsellor’s 
intention to help the client relieve tension and unhappy feelings. However, the findings also 
indicated that a client may not derive many benefits from releasing tension and unhappy 
feelings with a White counsellor.
Black counsellor/White client dyad
In general, B/W dyads have received minimal attention in the literature, and have tended to 
focus on the negative reactions toward Black counsellors. The findings showed that when a
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Black counsellor was high in Pre-Encounter attitudes, he or she believed that racial 
discussions were a worthwhile endeavour. When a Blaek counsellor had high levels of 
Encounter attitudes, the White clients felt a deeper self-understanding and acceptance. When 
a Black counsellor had high levels of Internalisation, a White eUent had a neutral response.
One significant relationship was that Pseudo-Independence attitudes were related to Black 
counsellors’ intentions to convey expectations that change was possible. Carter (1995) argue 
that Black counsellors may be responding to the White clients at this level ofracial identity 
by offering reassurance that the chents can work through the emotional issues associated
with race.
Information concerning White clients’ reactions to Black counsellors was invariably 
negative. This indicated that Disintegration and Reintegration attitudes were negatively 
related to the chents’ reactions of lack of direction and ineffectiveness in the counseUor. In 
agreement with this. Carter and Helms (1992) reported that higher Disintegration attitudes 
and higher Pseudo-Independence attitudes contributed to stronger preferences for White 
counseUors, but that higher Autonomy attitudes contributed to weaker preferences for White 
counseUors. However, in agreement with Carter’s simulated study. White racial identity 
attitudes did not predict White participants’ preferences for Black counseUors (Helms & 
Carter, 1991).
In general, direct evidence to support Helms’ interactional model is limited. One ofthe mam 
criticisms of Carter’s (1995) research is that simulated therapy sessions cannot be 
considered a true reflection of an interaction occurring within a real therapeutic situation.
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For e x a m p l e  inareal therapeutic relationship, other factors such as cultural sensitivity (Tien 
& Johnson, 1994), therapists’ empathy and respect and heing comfortahle with, and open to 
facilitating discussion in relation to the chents world-view (Tan, 1997), might be perceived 
by chents as being more important, contributing to successful therapy than the therapists 
level ofracial identity. Secondly, Bat-Chava et aL (1995) criticises the spécifié measures 
(RIAS) used in the study in fevour for a more multidimensional investigation. Indeed, Sue 
and Sue (1990) and Plummer (1995) also note that that there is a stror% need for refinement 
ofthe models and subsequent methodologies -  how, for example, do other fectors such as 
age, gender, physical characteristics, social and economic status etc, compromise Cross and 
Helms’ model? For example, in one study, Fumham and Kirris (1983) found that aspects 
such as gender and ‘intrapsychic’ constructs were sahent factors in identity development, 
which suggest that this might also compromise the interactional dynamics ofthe therapeutic
process.
However, the empirical studies by Carter and Helms (1991), Morten and Atkinson (1983), 
Parham and Helms, (1981), Pomales, Claibom, and LaFromboise (1986) and Ponterotto, 
Anderson and Grieger (1986) concurs with aspects of Carter’s simulated study, m 
particular that Black clients at the pre Encounter stage have stronger preference for White 
therapists. Similarly, It would seem that B/W dyad (particularly where White eUents exhibit 
Disintegration, Reintegration and possibly the Autonomy attitudes) limits a positive 
therapeutic exchange. One could also argue that the high levels of ethnocentrism within the 
multicultural hterature imply that Whites, in general, are not adequately socialised to relate 
to a Black therapist in a meaningful way, sinee the pereeption of a Black therapist as
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powerful and knowledgeable is contrary to White values which are perceived as dominant, 
hence the resistance. Nevertheless, these results suggest that the race ofthe clinician alone 
not as important a variable in the psychotherapeutic process as Jones (1978) indicated. 
Secondly, racial identity statuses vary and seem to influence a therapist’s and a client’s 
thoughts and behaviours and thirdly, racial identity attitudes affect the dynamics ofthe 
therapeutic process.
Conclusion
The way that mental health professionals and psychological research has thought about 
race has shifted focus several times. The inferiority, and social deprivation models 
emerged out ofthe vicissitudes ofracial oppression and informed and shaped the way 
that therapists thought about raee in psychotherapy, albeit in an overwhelmingly negative 
way. The current multicultural finmework emphasises the acceptance of diverse forms of 
individual and social identity. However, according to Helms (1994), the focus ofthe 
clinician’s gaze remains largely on developing strategies for working sensitively with 
clients from non White groups. The corollary ofthis is that Whites are not perceived as 
belonging to a distinct racial group and have therefore been excluded from multicultural 
counselling theory and practice. Helms (1994) and Carter (1995) argue that if elinicians 
are to fully im^prstanH race’s influenee in psychotherapy. White and Black racial identity 
must be examined simultaneously.
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Research studies using the Cross (1991) Black racial identity model and Helms (1990)
White racial identity model indicate that an understanding ofracial identity theory is 
important, since the therapeutie process is affected by the interplay between the eUent and 
the therapist’s level ofracial identity development. Carter (1995) suggests that the 
inclusion ofracial identity theory into psychotherapeutic practice can be seen as the first step 
to becoming a competent (multicultural) clinician. Helms’ (1990) interactional model, 
subject to further rigorous empirical investigation - can help towards providing guidelines 
and explanations as to the different ways that Black and White racial identities interact 
within the therapeutic setting. The results of Carter’s (1995) simulated studies provide 
tentative support for Helms’ (1990) model, and have demonstrated how racial identity goes 
beyond traditional explanations of race in psychotherapy.
Future research and applications
It is clear to see that the work ofracial identity theorists has provided an arena in which 
the scope for future research is abundant. Firstly, much of the research has been 
conducted in North America. Indeed, Ferrell (1998) has caUed for British (Blaek) 
practitioners to contribute their knowledge towards the development and psychological 
functioning of African-Caribbean people.
Practically, many researchers have argued that the majority of psychotherapy training 
courses lack the structural basics (theory and practice) for multicultural training, and
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therefore do not prepare students to work effectively with racially diverse populations 
(AlUson, Crawford, Echemendia, Robinson, & Knapp, 1994; Bernal & Castro, 1994). 
Furthermore, other researchers (Bennett, 1986; Carney & Kahn, 1984, Sabnani et al, 
1991) have argued that the assessment of trainee’s racial identity status prior to training 
suggest the possibility of increasing therapist’s competence. Furthermore, Cook (1994) 
notes that employing Helms (1990) interactional process model within therapy also have 
similar implications for supervision. She argues that given the supervisor’s power, his or 
her racial identity attitudes may shape the racial attitudes and behaviour of the 
supervisees and, indirectly, the chent. Finally, the social implications of integrating racial 
identity models into mainstream psychotherapeutic training, theory and practice, one 
could tentatively stipulate, would be the transmission of what Carter (1995) calls a 
“racially inclusive psychotherapy” into service dehvery that would be perceived by the 
community to be truly multicultural.
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African-Caribbean Spirituality: Implications for Psychotherapy
The exploration of spiritual frameworks in therapeutic practice is largely excluded 
from mainstream literature. Similarly, there is no comprehensive research on African- 
Caribbean spirituality. The aim of this study is to explore the spiritual behefs and 
experiences of African-Caribbean people and their implications for psychotherapy. A 
total of four focus group discussions (consisting of 16 participants in total) were 
carried out with African-Caribbean people from the general population. The 
discussion interviews were transcribed and subjected to thematic content analysis. 
There were both differences and commonalties in the beliefs and experiences that the 
participants reported. It was found that the majority of participants held common 
beliefs about the definition of spirituality. Having a religious upbringing was central 
in the development of spirituality, which was linked to perceived cultural differences 
in the younger generation and the difficulty that White society had in understanding 
the importance of spirituality for Black psychological health. The meaning making 
function highlighted the search for meaning, which was linked to the function that 
spirituality played in their everyday lives. Implications fr)r psychotherapy training, 
interventions and practice are discussed.
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Introduction
Religion and spirituality
Traditionally, religion and spirituality have often been used synonymously and 
interchangeably. However, Prest and Keller (1993) state that spirituaUty is not a 
religion. Spirituality has to do with experiences. Religion attempts to capture, codify 
and organise that experience within an institutionalised system of beliefs and 
practices. Spirituality can occur in or out of the context of an organised religion and 
not all aspects of religion are assumed to be spiritual. Although religion provides a 
framework for the expression of spirituality, spirituality is more basic than (or prior 
to), and different from religion (Elkins, Hedstrom, Hughes, Leaf & Saunders, 1988).
There are many definitions of spirituality (Elkins et al., 1988; Potts, 1996). However, 
Prest and Keller’s (1993) definition was preferred in this study since it appears to 
encapsulate the themes of the various definitions:
A process o f  conceptualising the individual’s connection with others, the world and the 
Creator (Campbell & Moyers, 1988). As such the spiritual system is intra and inter personally 
constructed to provide faith explanations o f past and present experiences, and for some to 
predict the future and explain the ultimate meaning o f  life and existence. It may also serve to 
construct meaning out o f  the seeming chaos and randomness o f  life, thereby alleviating 
anxiety and providing a heightened sense o f  security for those involved in its construction.
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spirituality and psychology
Historically, Freud (1927) believed that religious ideas were not the result of the 
individual’s experiences or thoughts, but an illusion. For Freud, religion was seen as a 
stepping stone in the evolution of civilisation - a product of the resolution of the oedipal 
conflict, the internalisation of the father within the superego as God, or worst, viewed as 
a symptom of mental illness (Franco, 1998). William James (1896) was one of the 
earhest psychologists to recognise the existence of a spiritual self, as well as a 
material and social self. However, according to Rowan (1998) Jung (1943) was the 
first to introduce the spiritual dimension to psychotherapy. Jung’s ideas influenced the 
growth of what is known as transpersonal psychology (Assagioli, 1965; Grof, 1976; 
Maslow, 1971). Essentially, transpersonal psychology is concerned with meta-needs, 
ultimate values, intuition, aspirations, mystical experiences, the awareness of human 
connectedness and the growth towards that experience. Assagioli (1965) referred to 
these higher feelings as “spiritual” and suggested along with Grof (1976) that it was 
an intrinsic part of the human psyche.
Despite its claim to be the fourth force in psychology (Whitmore, 1998) 
(psychodynamic, behavioural and humanistic being the other three), the transpersonal, 
along with its spiritual and rehgious element, has been largely excluded from 
mainstream psychotherapy literature and therapeutic practice (Fallot, 1998a). Bergin 
and Jensen (1990) suggest that therapists are socialised and trained to work within a 
scientific and secular paradigm. Jones (1994) found that psychologists are among the 
least rehgious of all academicians - less so than the general public (Bergin & Jensen,
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1990) - with clinicians often neglecting spiritual matters because of personal behefs or 
thinking that such ideas are anathema to medical sciences. Serlin (1990) adds that few 
therapists are trained to understand, or able to administer, psychological tests of a 
rehgious and spiritual dimension.
This is ah despite studies showing that rehgious variables affect the utihsation of 
psychological services (Shafi-anske & Maloney, 1990). Therapy has a better outcome 
when the therapist is cognisant of the chent’s spiritual values (Bergin, 1980; 
Lovinger, 1984; Worthington, 1988) and when the therapist strives to integrate 
therapeutic solutions with a client’s core spiritual values and beliefs (Richards & 
Bergin, 1997).
Black Spirituality
No generally accepted standard work on Afi-ican-Caribbean spirituality comparable to 
American studies (Boyd-Franklyn, 1989; Edwards, 1987; Potts, 1996) has been found 
in the literature. However, Boyd-Franklyn (1989) argues that African-Caribbeans and 
African Americans - Black people of the African Diaspora - in many ways share a 
cultural legacy that contains many distinct themes as a result of sharing the same 
historical experiences. Such experiences include enslavement, oppression and 
discrimination. In this respect the American literature on rehgion and spirituality will 
be used to inform the present study.
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What we do find in the literature, however, is initial evidence fi*om national surveys in 
the UK (Brierley’s Church census, 1989), suggesting that about one in six of the Afi*o- 
Caribbean population were attending a Christian church - a higher proportion than in 
the general population. The hterature also provided numerous descriptions of the main 
types of churches and their traditions (Weller, 1994). Kahlombe (1997) states that 
there are three m a in  Afi-ican-Caribbean churches: the Holiness Tradition, which is 
heavily oriented towards ethical ideals and stresses a separation fi*om material things; 
the Pentecostal Tradition, which is exemplified by a focus on the Holy Spirit, which 
comes fi-om God and empowers the individual in their everyday lives; and the 
Sabbatarianism Traditions which is one of observance of the Sabbath and the strict 
adherence to Bibhcal authority.
Apart fi-om the religious elements, Black spirituality also includes a belief that 
benevolent and malevolent spirits, which influence behaviour, inhabit the visible 
world. The terms generally used to cover all forms of supernatural influences and 
their manifestations and workings depend on the culture: in Haiti it is known as 
Voodoo and in English speaking Caribbean nations, obeah. Spiritualist healers 
mediate the worlds of the spirits. It is not uncommon to hear of people being possessed 
by “bad spirits” or being “cursed”. Gopaul-McNicol (1997) states that these beliefs are 
accepted by most sectors of the society, transcending race, class, age and gender. 
Treatment is dependant upon the presenting problem and includes the use of herbs, roots, 
religious rituals, exorcism and healing (Knox, 1985).
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spirituality is seen as an integral part of the experiences ofBlack people (Stoll, 1979). 
Research show that spirituality is a major resource for managing illness and stressfiil 
life events among African-Americans (Krause & Tran, 1989). For example, Potts 
(1996) found significantly less psychosocial distress among cancer patients with 
greater spiritual awareness. In a national survey of African-Americans, prayer was 
reported most frequently as the coping response of greatest efficacy in dealing with 
serious personal problems and as a coping strategy in times of stress (Neighbours, 
Jackson, Bowman & Gurin, 1983). In a study on college students, Edwards (1987) 
found that spirituality was the most important “self determined” component of 
psychological health. The literature suggests therefore that spiritual values play an 
important role in the lives ofBlack people.
However, there is evidence to suggest that in clinical practice Black spiritual values 
are not addressed and utilised in the process of treatment (Dunkel-Schetter et al.,
1992; Gopaul-McNicol, 1997; Littlewood & Lipsedge, 1989). For example, a study of 
African- American cancer patients’ coping strategies did not include patients’ use of 
prayer as an optimal coping strategy. Instead, prayer was perceived as a “cognitive 
escape-avoidant” style of coping (Dunkel-Schetter et al, 1992). Littlewood and 
Lipsedge (1989) suggest that psychiatry often misinterprets the religious and other 
behaviour of some African-Caribbean patients as evidence of schizophrenia, despite 
the fact that studies on religious activities of schizophrenics are rare (Hugulet, Binyet- 
Vogel, Gonzalez, Favre & McQuillan, 1997). Furthermore, studies have shown that 
African-Caribbean patients are more likely to be treated coercively at the primary care
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level and that this might be inappropriate (Harrision et al, 1989; McKenzie et al 
1995; Davies et al., 1996).
Boyd-Franklin (1985) argues that it is of utmost importance to therapeutic 
effectiveness that the importance of spirituality for Black people be recognised and 
attended to in the therapeutic process, since failure to do so can jeopardise the 
formation of a working alliance and compromise progress in therapy. All this might 
be problematic for the clinician since psychotherapy has failed to adequately address 
and explore spiritual issues in therapeutic practice (Fallot, 1998; Gopaul-McNicol, 
1997). Furthermore, DSM-IV has no views or guidelines concerning religious and 
spiritual belief, but only suggests that there may be complications, which might arise 
from it. The concomitant of this is that therapists need to consider developing strategies 
and techniques to be able to work therapeutically with clients’ spiritual beliefs.
The overall aim of the study is to explore the spiritual beliefs and experiences of 
African-Caribbean people. In particular, this study attempts to ascertain a definition of 
African-Caribbean spirituality since it is not assumed that spirituality is an 
homogenous term, to identify and examine the factors that gave rise to the 
development of spirituality in these individuals’ lives, to ascertain the importance of 
spirituality in the way individuals structure their fives and to make finks for 
therapeutic practice.
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Method
Participants
The criterion for eligibility was that participants were of African-Caribbean descent. 
Participants were recruited by random sampling via the placement of adverts (see 
Appendix A) in Black book shops and local libraries in South West London. These 
facilities were also used as the venues for the interviews. However, the majority of 
the participants were recruited by utilising ‘snowball’ sampling.
Sixteen African-Caribbean people from the general population agreed to take part. At 
the initial contact, participants were sent details about the researcher/moderator (see 
Appendix B) the aims of the study and the method of research. A convenient time and 
date was negotiated between the researcher, the participants and the venue organiser. 
To protect confidentiality, the names of the participants have been replaced by a 
pseudonym and other identifying information have been changed or omitted.
Research instrument
The method of data collection was via focus groups. A focus group is a discussion- 
based interview that involves the simultaneous use of multiple participants to generate 
a particular type of qualitative data, on a defined area of interest, in a permissive non­
threatening environment.
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In this research, four discussion groups were conducted, two groups consisting of 
three participants and two groups consisting of five participants.
The assumption of a focus group is that people will become more aware of their own 
perspective when confronted with active disagreement and prompted to analyse their 
views more intensely (Millward, 1995). The researcher with the help of an assistant 
moderator who provided additional support facilitated the process.
The focus group approach was preferred in favour of individual interviews, since 
participants are not limited by predetermined close -ended questions or choices that 
might be unintentionally influenced by the oversight of, or omission by, the 
interviewer (Krueger, 1994). The focus group approach goes beyond the individual 
interview, since the open-ended format provides participants with the space to share 
experiences, to challenge each other’s views and to clarify their ideas.
Procedure
A demographic questionnaire was completed (Appendix C) and all signed a consent 
form (Appendix D) which outlined details of confidentiality. An interview guide 
(Appendix E), based on the relevant background literature, was then used as a means 
of keeping the discussion focused. The assistant moderator provided support with the 
seating and additional refreshments.
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The discussion began with an opening question, which encouraged every member to 
participate, followed by more key questions. The moderator adopted the “role of a 
therapist” (Krueger, 1994), reflecting on the emotions or content of responses, 
requests for clarification, elaboration and probing. The main content areas of the 
interview guide were as follows: the definition of spirituality and rehgion; 
development of spirituality; beliefs and attitudes; obeah and witchcraft; and 
implications for therapy. Despite the linear format of the guide, the participants 
influenced the flow and direction of the discussion. This meant that several areas of 
key interest covered by the participants earher were reintroduced and re-evaluated. 
However, this invariably served to provide additional data.
The discussion groups lasted between one and a half to two hours and were tape 
recorded. Interviews were selectively transcribed with the meaningful data extracted, 
since the participants invariably digressed fi*om the main focus. The transcriptions 
were subjected to thematic content analysis using procedure consistent with those 
outlined by Krueger (1994).
Repeated reading of the transcripts resulted in notes being made on each transcript. 
These notes included attempts at summarising, making links or identifying patterns or 
common phrases that are repeated across the transcripts and noting participants’ 
comments which illustrated these phrases, while at the same time paying due attention 
to the range and diversity of responses and experiences. These key words or phrases 
represented the themes and sub-themes for the transcripts. Throughout the analysis.
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the frequency of occurrence of particular themes is indicated using “adjectival phrases 
(Krueger, 1994) such as: “The majority.. “All of the participants”, and “ One of the 
participants...” Krueger (1994) suggests the exclusion of quantitative data since the 
use of numbers may give the impression that the findings could be generalised to the 
larger population. Furthermore, there are no pre-defined criteria for a theme to be 
considered notable for selection, and quantification may undervalue the significance 
of themes identified and compromise the diversity of responses made by participants.
The traditional evaluative criteria such as reliability and validity employed in 
quantitative research are inappropriate for this study since they are based on the 
assumption that the researcher and the participants exist independently of each other 
(Henwood & Pidgeon, 1992). The criteria for evaluating this research are internal 
coherence, transparency and persuasiveness (Smith, 1996). In this respect, 
interpretations will be presented in conjunction with raw data in an attempt to make 
the analytic procedure as transparent as possible, allowing the reader to assess the 
persuasiveness of the analysis for themselves.
The findings from the data are discussed in context throughout the Analysis section. 
An overall perspective of the findings and theoretical implications will be discussed in 
the Overview section. In the sections where quotations are presented, empty square 
brackets indicate the omission of material, and classificatory material that has been 
added is written within square brackets. Ellipsis points (...) indicate a pause in the 
flow of participants’ speech.
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Analysis
Demographic information
The sample consisted of 8 female and 8 male participants, with a mean age of 35 
(range 25-53, SD = 8.8). Nine of the participants were single, six were married and 
one was living with a partner. Educationally, two held postgraduate degrees, three 
held degrees, two held diplomas, seven held school certificates and two did not 
indicate their level of education. Ethnically, seven of the participants who were bom 
in the Caribbean described themselves as African-Caribbean. Nine participants were 
bom in Britain, although seven classified themselves as Black British and two 
described themselves as African-Caribbean
Denominationally, four of the participants defined themselves as belonging to the 
Pentecostal Church, three to the Sabbatarian Church, one to the Jehovah Witness 
Church, and one to the Church of England, Four participants did not belong to a 
religious denomination and three did not complete this section of the questionnaire. 
All participants were in employment.
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Analysis
From the analysis of the data three major themes emerged that described Afiro- 
Caribbean spiritual beliefs. The overarching themes identified are participants’ the 
conceptualisation of rehgion and spirituality, spiritual and religious development, 
and the meaning-making function that spirituality played in their everyday lives. 
These themes may be seen as arising fi-om the structure of the interview guide to some 
extent, although the issues covered by these themes did appear to have 
phenomenological resonance for the participants. However, the diverse sub-themes 
reflect concerns that more clearly originated from participants.
Conceptualisation o f  religion and spirituality
The over-arching theme was concerned with participants providing a clear definition of 
rehgion, on the one hand, whilst also expressing some difficulty in defining spirituahty. 
The dual nature o f spirituality highhghted the benign and malevolent aspects of 
spirituahty.
Definition
Ah of the participants agreed that rehgion was different from spirituahty. Rehgion was 
perceived to be an institutionalised system of behefs and practices (Brest & Keher,
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1993). For example ‘Religion is something that is doctrinal and ritualistic, something 
that is instituted by man. However, the definition of spirituality was less transparent, 
with most of the participants finding it easier to describe how they felt or how it was 
experienced, but also finding it ‘abstract’, ‘difficult to quantify’ or to put into words. 
Religion and spirituality on one hand were perceived to be mutually exclusive, since 
‘spirituality does not necessarily mean you have to be religious’, since ‘you don’t 
have to go to church to be spiritual’ (female P2). However, the two concepts were 
also perceived by some participants to be related and inter-linked. Religion was seen 
as a way of containing and practising spirituality (Prest & Keller, 1993). Furthermore, 
for most of the participants. Church was seen not only as a way of worshipping God, 
but also a way of strengthening their spiritual beliefs by reinforcing their social 
relatedness - sharing and learning fi*om each of these experiences (Boyd-Franklyn, 
1989).
It’s like a family, gathering ourselves together, an extended family. It is a body that worships 
God. [ ]. It’s like all o f  us coming here to talk about spirituality and all o f  us have gained 
fi-om each other’s experiences. It is a body o f  information and it strengthens you each time 
you go [ ]. And you become stronger and leave wiser. (Female PI)
The majority of participants described spirituality as the awareness of a ‘higher 
Being’ or a ‘force greater than themselves’. For the majority of participants, this 
higher Being was ‘God’, as one participant explained: ‘To be spiritual is to be in 
touch with God’. It was suggested that spirituality was simultaneously a consolidation 
of finding personal meaning in life which was inter-linked with a connectedness with 
God (Knox, 1985).
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Dual nature o f spirituality
Linked to the theme of definition, spirituality was also perceived to consist of both 
‘good and evil spirits’. However, despite many of the participants readily accepting 
the benign aspects of spirituality which come from God, some participants expressed 
ambivalence about the malevolent part -  that which comes from the ‘devil’, whilst 
declaring that ‘God would protect them from harm’ (Female P4). Some participants 
expressions contained on the one hand, apprehension about admitting to a belief system 
which was anathema to common sense, and at the same time, apprehensive about 
denying it since they were able to acknowledge that the practice of obeah, as a system of 
behef, was part of their culture. One participant told a story of a friend about to attend a 
court hearing.
I don’t think Obeah can affect me. I work with colleagues who practice Obeah (...) I have 
seen that what they practice do not happen like they expect it. Then I realise that it does not 
really ex ist...1 have seen people who go to Obeah man and bring back some clothing. 
Sometimes you can’t go too close to those clothes, because the Obeah man will have worked 
on it. They put on the clothes, for protection and the jury still found him guilty. (Male P8)
Wintrob (1973) explains that individuals are reluctant to discuss supernatural beliefs for 
fear of ridicule, rejection or being labelled bizarre and pathological. It is therefore 
important for therapists to be sensitive not only to the contradictions inherent in this 
belief system, but also to W aware of how their own personal and cultural behef systems 
might conflict with those of the chent.
However, participants who attend church on a regular basis and members of the 
Pentecostal Church possessed a more cogent and coherent view of spirituality. Good and 
evil were perceived to be a priori, and the Bible was seen as the verifier of this
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phenomenon. One of the more informed participants provided an explanation containing 
a caveat, which centred on the need for prudence and awareness of ‘spiritual evil’ when 
embarking on a spiritual life, but which also espoused the protective element of God:
There is spiritual evil and spiritual good. It s a dualistic thing, we are taking it for granted 
about spiritual good when we talk about spirituality, but we must not forget that spiritual evil 
exist [ ]. The Bible says we are not fighting against flesh and blood, but against principalities 
and powers and spiritual evil in high places [ ]. As a new Christian, you might not know o f  
these things, but gradually as you turn to God he will show you the way. (Female P I)
Spiritual and religious development
The sub-themes in the data on spiritual and religious development were focused on 
the role that a traditional religious upbringing played in the subsequent development 
and acceptance o f spiritual beliefs. Differences in cultural upbringing wqtq perceived 
to be (a) responsible for the lack of spiritual development m the younger generation 
and (b) also responsible for the perceived difficulty that White society has in 
comprehending and appreciating the importance of Black spirituality.
Religious upbringing
Afl-ican-Caribbean rehgious and spiritual upbringing was said to be central to the 
development and awareness of spirituality in later life. It was suggested that as 
children they were ‘forced’ to attend church rehgiously, without understanding the 
nature of their spiritual beliefs at the time. As they grew older they invariably moved 
away from the church, but ‘still maintained a certain spirituality’:
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Most o f  us Black folks are brought up religious, because our parents were spiritual, but we 
don’t appreciate it until we come to an age where we can see for ourselves and then we can 
come to contact with our own existence. (Male P7)
This data is substantiated by the findings of Brisbane and Womble (1985-86) that 
although many Black people have been brought up within a religious background, and 
have intemahsed a sense of spirituality, not all are members of organised religions or 
churches. Furthermore, people who grow up in such a “traditional Black community” 
are spontaneously equipped with a system of core beliefs - particularly spiritual ones.
Acceptance o f spiritual beliefs
The theme o f religious upbringing extended to the notion of coming to terms with 
themselves spiritually. Firstly, this was perceived to be a result of ‘a deep 
unquestioning faith’ (Female P5) - the belief in God and the practice of a spiritual life 
that stayed with the individual from childhood into adulthood. Some participants 
found it difficult to remain spiritual, despite knowing the right way to five, but 
implicitly expressed a deep belief that God had already ordained a spiritual life for
them:
I have to recognise that in my case it wasn’t an aceident, or a major event in my life. I 
believed that God was always there. Even though I turned my back on God. God decided that 
you had your time, now I am sending you in that direetion. (Male P6)
In addition to this, for other participants, attending church was also a way of bringing 
about a spiritual awakening. Some participants suggested that some of the ritualistic 
elements of church such as confirmation ‘made me realise how important the whole
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thing was, having gone through it’ (Male P7). This “social transition” from one status 
to another (Turner, 1974) resulted in participants expressing their authentic spiritual 
autonomy for the first time. For several participants, the development of a spiritual 
awareness was a gradual process of questioning and coming to terms with themselves 
existentially, which eventually brought about ‘change’. Some participants described 
their moment o f ‘change’ as one of being metaphorically ‘touched’, ‘arrested’ or 
‘called’ by the ‘Holy Spirit’ or God, ‘which showed me the way’. This notion of 
being ‘touched’ was experienced by one participant as a moment o f ‘understanding’, 
which brought about a qualitative departure form their previously secular existence;
I can’t explain it. I just gained a new understanding of everything, strength. It gave me the 
will power to stop doing things, like smoking drugs, raving. I got to 30 years and I could not 
do it by myself. I just changed, like that. (Male P6)
For some participants who attended church on a regular basis their re-emergence into 
a spiritual life - being touched- was characterised by vivid spiritual experiences, 
including, ‘dreams’, ‘visions’, or experiencing ‘a voice’. One participant told the story 
of how she was going through difficult and turbulent times in her fife, and her 
spiritual experience was precipitated by a dream, which provided her with 
empowering insights, which eventually brought about change in her life.
One night 1 had a dream, about death. [ j.The dream was telling me that there was only death 
for me unless I changed.. I woke up[ ]. All of a sudden I saw a bright light beaming in front 
of me, it was white, and when I saw it I knew what it was. And in my mind I said, this light is 
calling me, not vocally, it did not have to speak. I had my eyes close, but I was awake. I said 
I’ve got so much things to tell people. Before I could finish my sentence I heard a voice 
saying 1 wül help you, I will help you. 1 never heard a voice so strong since [ ]. ’Years later I 
had not changed. Then I prayed, stating that I wanted to change my life around and I felt a 
massive sensation right here (pointing to her stomach), and I heard a voice saying I can help 
you. (Female PI4)
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This initial experience invariably left some participants emotionally overwhelmed and 
feeling afraid, despite ‘knowing’ that their experience was spiritual. In this respect, it 
would seem that being brought up in a religious background provided the “spiritual 
frame” (Boyd-Franklyn, 1989) with which to make sense of their experiences. The 
culmination of the proeess of ehange affected participants in many different ways. 
Some regularly attended church and other spiritual conventions and embraced their 
newly found faith. However, it would seem that the moral and ethical demands that a 
spiritual life entailed were also difficult to maintain, as one participant who attends 
church irregularly explained: ‘I’m not perfect, but it put me in the right direction’ 
(Male P7).
Differences in cultural upbringing
The theme on religious upbringing also extended to the notion that differences in 
cultural upbringing within African-Caribbean culture engendered differences in the 
ways in which spirituality was expressed and experienced. For the majority of 
participants the notion of hardship and ‘struggle’ -  a result o f belonging to a culturally 
marginalised group — was an important factor in the development of African- 
Caribbean spirituality. DuBois (1903) argued that Blaek people have used spirituality 
as a major coping mechanism in handling social and economic hardship, racism and 
discrimination, as one participant explained:
[Spirituality] ‘is what gives us strength. The world will turn against us -  racisni, make us feel 
as i f  w e’re not good enough, we can’t achieve anything. But i f  you have that spiritual aspect 
o f  your life, it hurts, but you still have something (Male P3)
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However, ‘suffering’, as a result of struggling, was also seen as one of the main ways 
through which an individual could find spirituality, since it is ‘suffering and hardship 
that brings us to God’. (Male P3) One of the eoneomitants of this was that rehgious 
values were no longer being instilled in the younger generation, and this was said to 
have led to a ‘progressive decline in Blaek people’s spirituality’, (Female P2) sinee 
they lacked the religious ‘foundation’. Materialism was seen as having replaeed 
spirituality. This assimilation into White society was said to have led to the younger 
generation not knowing ‘what it means to struggle’. (Male P6) This line of reasoning 
is substantiated by Stander et al (1994) who argued that the spiritual behefs of the 
younger generation were being replaced with a new ideology. Furthermore, this 
departure from the traditional spiritual behefs was perceived to have eompromised 
their ethical and moral values (Stander et a l , 1994):
‘Children have no morals [ ]. I am a Social Worker and when you talk to these children 13- 
17, they are soul less. They don’t know God or look for him (Male P7)
However, some individuals (predominantly the younger participants who were bom in 
Britain and who did not belong to any particular rehgious denomination) were more 
questioning about the majority’s behefs, that ‘God’ was central to having a spiritual 
outlook to life. Boyd-Franklyn (1989) sees this process of questioning instilled 
rehgious and spiritual behefs before accepting certain values of their own as part of 
the natural process of individuation. Stander et al (1994) point out that the younger 
generation of immigrant families are more likely to have assimilated the rehgious 
behefs and values of the dominant culture than older family members. Furthermore, 
these variations can create a great variation within the “culture” of a family. These 
participants, whilst acknowledging that there was an ‘energy’ or a ‘force’ that exists
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in the universe that they can ‘tap’, also challenged the views of the majority. As one 
participant explicated:
If I was brought in a society that did not have a concept o f  God would I still have these same 
spiritual experiences, would I use another term, or would I just describe it as having a sense o f  
being, or a sense o f  purpose or associate it with a God? Is that association institutionalised, 
indoctrinated into me or is it something that is real? (Male P 13)
These individuals were more likely to incorporate and utihse other ‘spiritual’ 
practices such as yoga and relaxation therapy into their definition and in their lives in 
a practical way.
It is clear to see that it is important for the therapist to be sensitive to the client’s 
struggle to grow and to become cognisant of a spiritual realm. Stander et al (1994) 
suggests that therapists need to be familiar with the spiritual constructs involved in 
that process of development. This includes issues surrounding client’s traditional 
upbringing, the multi dimensional nature of spirituality (Diduca & Joseph, 1997), and 
the emotional and psychological turmoil that might be involved in this process of 
change and development. Furthermore, the moral guidelines espoused by 
participants’ spiritual beliefs to a large extent challenges the postmodern idea of 
“multiple view” (White & Epston, 1990) epistemology. It might not be appropriate for 
a therapist to suggest that all alternative constructions of reality are equally virtuous. 
Doherty (1992) argues that decisions that are made therapeutically need to be 
examined in the light of what is spiritually ethical for the client.
The sub-theme o f differences in cultural upbringing extended further to the notion 
that White people have a difficulty with the African-Caribbean concept of spirituality.
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The main reason for this is twofold. Firstly, ‘White folks have a difficulty with this 
concept of spirituality, because they didn’t have the same background’ (Female P2). 
Secondly, it was suggested that the White person could not comprehend or see the 
significance of spirituality for Black people ‘because they are not suffering’ (Male 
P3):
For the White folk he is only concerned about where he is going for holiday. For us it is 
where we are going to find food for the children. They have their spirituality too, I admit. But 
for us spirituality is a practical thing, w e rely on it for our sustenance. 1 don’t believe that they 
can see the significance o f  what it means for us. (Male P7)
Many participants explained that they could not compartmentalise spirituality from 
other aspects of life since spirituahty was a ‘a daily thing’, that was ‘expressed in 
simple ways’. However, several of the participants’ responses contained caveats 
centred around the need to avoid been seen as having ‘lost it or mad , since they 
were deeply aware of cultural differences in the way that African-Caribbean 
spirituality can be experienced and expressed and that their experiences might raise 
public suspicion. One participant explained that whilst she was on hohday she had a 
powerful and empowering ‘vision’, but she was reluctant to publicly relate the 
experience to a friend:
‘I was aware that other people were around and there was a White lady there and I did not 
want her to hear my experiences, they might think I am crazy’ (Female PI).
The majority of the participants were also conscious of themselves as a population 
who were perceived to be misunderstood psychiatrically and quickly pathologised 
(Littlewood & Lipsedge, 1989). The medical institutions were similarly perceived to 
be ‘confrxsed’ since they did not appear to understand what was ‘happening to
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people’. It was suggested that psychiatry’s lack of understanding could ‘block 
recovery’. One participant explained:
Most o f  the mental clients that I have spoken to very closely always describe their 
experiences [psychological difficulties]as a spiritual experience [ ]. They are not mad at all. [ 
]. But some o f  them are so confiised. This confusion brings on instability. That it is just a 
natural thing they are talking about and not losing their mind. I f  they [psychiatrist] ^ e  going 
to deal with Black people, they need to understand how that Black person sees religion [ ]. 
Faith and spiritual belief is a very important factor for (Black) people’s health and wellness. 
(Female P2)
Furthermore, it would seem that this participant is implying that the process of change 
towards a spiritual life might be one of confusion, both for the individual, for others 
and for the psychiatrist - confusion that might be erroneously perceived as a sign of 
mental illness. One participant stated that ‘before I came to Christ, a friend used to 
say, “you are mad. Sometimes I have to wonder about you’. (Female P14)
In a recent study, Peters, Day, Mckenna, and Orbach (1999) have shown that 
individuals with spiritual and religious behefs could not be differentiated from a 
deluded group on a measure for delusional ideation. However, the rehgious/spiritual 
group scored significantly lower on distress. One of the implications for 
psychotherapy is that cultural differences between the therapist and the chent may 
allow for misunderstanding if the clinician is uninformed. A chent’s presenting 
problem may be inadequately examined and identified, resulting in presenting 
symptoms being incorrectly diagnosed (Brugha & Nayani, 1989). In this respect, the 
participants in this study are suggesting that having an understanding of African- 
Caribbeans’ expressions of spirituahty can provide the clinician with the tools to 
differentiate between a spirituahty which is benign and one that has crossed the 
boundaries of what is culturaUy accepted to be normal.
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Meaning-making
The meaning-making theme encapsulated the participants’ search for meaning, the 
function that spirituality played in their everyday lives and the rituals that were used 
to empower and make sense of supernatural experiences.
Search for meaning
The previously discussed themes on conceptualisation and religious development 
were linked to the theme on search for meaning. However, only new data will be 
analysed in this section.
For some participants, their spiritual beliefs were firmly grounded in a “prior meaning 
structure” (Braun & Berg, 1994) - a deep ‘belief, which they had maintained 
throughout their life:
I have to recognise that in my case it wasn’t an accident or a major event in my life. I know 
there is a God, I believe in God, and it is some thing that is in me from childhood. (Female 
P5)
For some participants, the growth towards a spiritual life invariably involved a 
‘ search’ for meaning. Many participants explained that there came a point in their 
lives when they began to ask the question ‘of why we exist’ and search for 
meaningful ‘purpose’ and ‘focus’ to life:
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At this juncture in my life, where I am much older, experienced o f  life, I am now reflecting 
back on my experiences, which did not feel meaningfiil. N ow  what I feel that is spiritually 
happening to me is the sense o f  searching, for something different. (Female P2)
For the majority of participants, finding meaning in life was synonymous with finding 
a purpose through God. It was through a belief in God that life had meaning. God was 
perceived to be the creator of all things and ‘because of this we hegin to value our 
place in the universe’ (Male P3). Frankl (1963) suggests that the primary 
motivational force in man [sic] is the need to find meaning in life. For these 
participants, spirituality seems to play a central part in that process of meaning 
making.
For many participants the process of meaning making was characterised by emotional 
turmoil, uncertainty and anxiety, which were beyond their control. For some 
participants, the dual nature o f spirituality, was difficult to resolve, as one participant 
explained:
When you’re standing on the edge so to speak, it can be a disadvantage. In a way ignorance is 
bliss. But once you have become aware o f  something, and you do not know which way to go 
it can be very scary’. (Female P9)
Leach (1968) points out that when things he in “no man’s land” between definitions 
or categories, the individual is considered to be in a vulnerable, “abnormal”, position, 
dangerous both to themselves and to others. Breakwell (1986) argues that such a 
process of transition represents a “threat to identity”, since the participant’s spiritual 
awakening “challenges the principles underpinning the integrity, continuity or 
distinctiveness of self definition or self-esteem” (P.47-48). BreakweU argues fiirther 
that the personal and social meaning that the individual attributes to the threat needs
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to be considered along with the mechanisms that are used to cope with that perceived 
threat. Indeed, some of the participants responded to the spiritual change in their lives 
by questioning the validity of their experiences and the experiences of others, at tunes 
perceiving the change in their life as a threat to their sanity, as one participant 
explained:
I have listened to other people who are spiritual and I ask, are they crazy. But you know this 
is happening to me, so it is weird, that I am aware o f  it [ ]. I f  I start talking to different people 
they will think I’m out o f  my head. (Female P2)
Jackson and Fulford (1997) suggest that the adoption of a spiritual belief serves as a 
system within which to frame and make sense of their experiences, providing them 
with meaning, self-esteem and a sense of control which increases coping behaviour. 
Thirdly, for many participants, attending ‘a church’ was a way of helping to come to 
terms with their experiences, to develop their spirituality and to elicit ‘support’ in a 
containing and empathie environment. Prince (1992) reports that cultures that invest 
meaning into, and provide institutional support for, “unusual states” can channel at 
least some of the experients into socially valuable roles. The concomitant of this is 
that this would suggest that spirituality is beneficial to one’s mental health (Peters, 
Day, McKenna & Orbach, 1999).
Function
The search for meaning was hnked with the responses that highlighted the function 
that spirituality played in the everyday lives of the participants and the validation of 
their spiritual beliefs. For the majority of the participants, the search for meaning
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merged and coalesced with an awareness of the importance of spirituality as the 
guiding principles in their everyday lives. Spirituality was also said to be a way of 
‘coping’ with crises, providing ‘strength’ and ‘protection’. In addition to this, many 
participants spoke of the 'Holy Spirit’ as a silent ‘voice’, which was also experienced 
as a deep sense, or 'intuition ’, but one, which, by the nature of the belief enjoins the 
individual to listen to their spirit. However, some of the participant’s responses often 
contained caveats centred on the need to comply with the Holy Spirit. For example, 
one participant pointed out that ‘nothing works for me if I don’t do what the Lord 
wants me to do [ ]. I have learnt to trust the Holy Spirit, ministering to me in a 
spiritual way because of the experiences of going against it’. (Female FI)
For many participants the positive occurrences such as success and ‘good health’ 
happening in their lives validated their belief in God:
I believe that putting God at the centre o f  my life he has blessed me, and I can see the 
blessings that came after that point in my life. (Male P3)
Furthermore, the Bible was also seen not only as a way o f imparting spiritual 
knowledge and guidance, but also as a means of spiritually validating and making 
sense of everyday experiences. This was conveyed in Biblical maxims or behef 
statements. One participant explained that it was right to ‘bring up a child in the way 
it should go and when he grows up he wiU not depart from it’. (Proverbs, 22:6), thus 
justifying the need for a rehgious and spiritual upbringing.
It is clear to see that for these participants spirituahty provides a way of interpreting 
experience and enable individuals to experience hfe in a meaningful way. Spirituahty
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also seems to fimction as a central component of their identity. It would seem that for 
the development and maintenance of a therapeutic relationship the therapist might be 
required to be aware and sensitive to the role that spirituality plays in the lives of 
these participants. For example, this might include the therapist being sensitive to the 
spiritual constructs involved in their client’s personal struggles and dilemmas to form 
a coherent and spiritual understanding, not only of themselves, but also in relation to 
their presenting problem.
Rituals
Linked to the theme of function was the issue of the multifarious ways in which 
spirituality was expressed and experienced. The majority of participants suggested 
that ‘prayer’ was one of the main ways in which they could ‘communicate’ their 
supplications for succour and their ‘praise’ and worship of God. A commonly 
expressed view was that:
Prayer is the access door. Ask and it shall be given. When you praise, you sing to him. God 
loves to be loved. He thrives on worship. Whatever situation you are in you can talk or you 
can pray for other people. (Female P I )
Several participants (members of the Pentecostal church) had more vivid spiritual 
experiences, such as speaking in unknown ‘tongues’ (glossolalia). It is said to result 
from a supernatural force, the Holy Spirit, entering into the individual and taking 
control of the organs of speech (Lewis, 1971). The function of this controlled 
“possession” is to allow the individual to pray in a heavenly language as a way of 
worshipping God:
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When people speak in tongues you can’t understand what they are saying. That to me was a 
mighty experience. A  friend o f  mine said to me, when the woman speaks in tongue I feel a 
connection. I have not been the same since [ ]. I feel wonderfiil. It is almost like you feel 
good about yourself [ ]. I don’t feel that I’m doing anything wrong or evil, I feel totally 
protected. (Female P2)
The participant in the example above expressed a sense of awe and at the same time 
was questioning, evaluating and attempting to make sense of this new and 
emotionally uplifting experience. Furthermore, the shift in the structure of the 
narrative from an extemahsation to the personahsation of her experience suggests that 
this participant might have experienced such a ‘connection’, herself, but might have 
been unwilling to disclose such experiences publicly.
Another spiritual occurrence reported by some participants was the use of olive oil as 
a covering for the body, or anointment. The source of this ‘ritual’ comes from the 
Bible and serves primarily to protect or “guard” (Gopaul-McNicol, 1997) the 
individual from spiritual harm. One participant explained:
There are times when I feel the need to completely anoint my body [ ]. I feel almost like it is 
a covering, especially i f  I have to go into what I feel to be hostile environment. I go through 
this ritual to stop any spiritual doubts from coming at me. (Female PI 4)
‘Anointment’ can also be used by a Pastor as a way of cleansing individuals who are 
perceived to be possessed with malevolent spirits. The belief in spirits, and possession 
by them, constitutes an integral part of the whole system of rehgious and spiritual 
beliefs of African-Caribbean people. In particular, within the Pentecostal Church the 
possession by a demon or evil spirit is a normative experience. Furthermore, Helman 
(1993) points out that, as a ritual, anointment fulfils a psychological, social and 
protective function, both for the individual and for society. Firstly, it provides a
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standardised way of explaining the manifestations and signs into a recognisable, 
culturally validated condition. In this particular context, the public resolution of 
‘anointment’ as a means of exorcism serves to engender social cohesion. Thirdly, the 
role of anointment also serves to protect the individual from the anxieties and 
uncertainty associated with malevolent spirits.
One of the main implications for psychotherapy is concerned with the problems of 
defining normality and abnormality in clients who express such spiritual beliefs. A 
further problem is that the clinician may over-emphasise culture as an explanation for 
clients’ behaviour, and thus ignore underlying psychopathology (Lopez & Hernandez, 
1976).
Overview
Methodological issues
Despite the specific criterion for inclusion in the research, and the large population 
from which to find African-Caribbean participants, there were some methodological 
problems in the recruitment process. Firstly, several individuals who met the criterion 
refused to participate, since they were reluctant to engage in and disclose sensitive 
and personal beliefs in a discussion group. These individuals stated, however, that 
they would be willing to discuss their beliefs on an individual basis. Conversely, the 
focus groups allowed the participants to influence and interact with each other, and as
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a result, challenged ideas and produced a type of qualitative data that would not have 
been accessible from individual interviews. Furthermore, many of the participants 
stated that they found the adverts used in the recruitment process too academic, and 
did not reflect the subtle nature of the topic. On reflection, this aspect could have been 
simplified and more imaginative.
The focus groups also had limitations. The groups were difficult to assemble, and 
despite a willingness to participate, cancellations occurred, with two groups reduced 
to three participants. A result of this was that the data were not as rich compared to 
the two other groups, each consisting of five members. Nevertheless, when the 
sessions came to an end the participants invariably stated that they had found the 
experience a positive one and explained that it had clarified some of their beliefs and 
was beneficial for their own spiritual growth. This reaffirms the substantive findings 
in the focus group hterature of the role that such groups play in the transformation of 
ideas (Millward, 1995). Finally, analysis of the data was not straightforward. The 
group interaction was essentially a social environment, and comments had to be 
interpreted within that context. Care had to be taken not to extract comments out of 
sequence or coming to premature conclusions, since participants would modify or 
even reverse their positions throughout the discussion.
Despite the attempts at random sampling, the majority of the participants were 
affiliated to religious denominations -  perhaps a result of utilising the snowball 
sample technique - and this might have been one of the reasons for the confluence of 
ideas and beliefs about spirituality. However, the data also showed that younger
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members of the African-Caribbean community, who were bom in Britain, held 
similar, but modified beliefs about spirituahty. In the hght of this, further research 
into African-Caribbean spirituahty would need to specifically incorporate participants 
from different segments of the population. This would involve taking into account 
important aspects such as age, degree of rehgious affiliation, and the nature of their 
cultural upbringing.
A summary o f the analysis
The definition theme was concerned with the difficulties and ambivalence that 
participants had with providing a definitive explanation of how rehgion and 
spirituahty differed. A commonahty among the different responses was the idea that 
to be ‘spiritual is to be in touch with God’. The difficulty that some participants 
seemed to have with the idea of spiritual evil reflected some of the difficulties - 
anxiety as a result of spiritual naivety - inherent in the process of spiritual 
development.
The importance of having a rehgious upbringing was said to be central in the 
development of African-Caribbean spirituahty. The notion of not knowing ‘what it 
means to stmggle’, was synonymous with the assimilation of Western values. This 
was perceived to be responsible for the lack of spiritual development in the younger 
Black generation, and the difficulty that White society had with understanding the 
important fimction that spirituahty played in Black life. A consequence of this was
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that mental health professionals were perceived to be culturally insensitive to the role 
that spirituality played in Black psychological health and this was said to invariably 
lead to misunderstanding and pathologising.
The meaning-making function highlighted the search for spirituality, which was 
perceived as the central aspect of these participants’ lives. Spirituality provided a way 
for individuals to interpret experience and to experience life in a meaningful, 
connected way. Cornwall and Thomas (1990) talk of “religion” as providing a 
communal and “cultural identity”. However, in this respect, spirituality seems to be a 
central component in the process of individuation. Spirituahty also fonctions to 
provide psychological and emotional support in a society that is perceived to be 
oppressive (Boyd-Franklyn, 1989), to provide a social support network via the church 
(Brisbane & Womble, 1985-1986) to structure society and set ethical norms 
(Doherty, 1992), and to provide rituals that connect and make sense of supernatural 
experiences (Helman, 1993).
Implications for therapy
It is clear to see that spirituahty plays an important role in the hves of these 
participants. Furthermore, the North American research and theoretical hterature 
corroborates the findings of the present study. However, the hterature also fails to 
adequately address ways of exploring spiritual frameworks in therapeutic practice. To 
be able to work effectively at the interface between the therapeutic and the chent’s
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spiritual world, it is vital that psychotherapists receive training in how to integrate 
spiritual issues into the therapeutic process.
The role of training would serve to increase therapists’ rehgious/spiritual theoretical 
knowledge. Of course it is impractical to suggest that a therapist becomes famihar 
with all the possible religious and spiritual beliefs. Training could be contingent, 
reflecting the needs of the population that utilise a service. Indeed, Lukoff, Lu, and 
Turner (1995) argue that it is important for the therapist to understand the client’s 
basic spiritual beliefs and that of his or her religious community. In addition to this, it 
would also seem important for the therapist to actively hsten and be attentive to the 
idiosyncratic ways in which spirituality is experienced and expressed. Furthermore, 
Tan (1997) and Fallot (1998a) points out that therapists do not need to become experts 
in spirituality to be effective therapeutically. What seems to be necessary is that they 
are empathie with the spiritual experiences of the client and open to incorporating 
these experiences, holistically, into the therapeutic process.
Training in theoretical knowledge would also encourage therapists to explore and 
challenge their own rehgious, socio-economic and racial values. Peck (1993) argues 
that there are stages of spiritual development that all individuals traverse, from a 
chaotic absence of spirituahty to a state of spiritual awareness. This idea is analogous 
to the work of racial identity stage theorists (Cross, 1991, Helms, 1990). Similarly, 
Peck (1993) argues that therapists should understand the client’s as well as their own 
stage of spiritual development. In understanding their own values in relation to their 
client’s, it becomes possible for therapists to negotiate values within the therapeutic
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process (Aponte, 1985). If left unattended, this can lead to misunderstanding and 
misdiagnosis of the chent.
The research literature and the findings of the current research indicate that it is 
invariably difficult for clinicians to distinguish between a benign and an unhealthy 
spirituality. Fallot (1998b) suggest that there are three possible diagnostic categories 
that the therapist needs to be aware of when working therapeutically with clients with 
spiritual concerns. Firstly, there might be instances where clients with spiritual beliefs 
present with a mental disorder such as experiencing hallucinations or a voice 
instructing them to carry out destructive acts. Fallot (1998b) explains that in these 
instances, a formal diagnosis (coded on Axis 1) is made and the rehgious and spiritual 
element is considered as secondary or even “epiphenomenal”. In addition to this, it 
might even be appropriate in less straightforward cases, for the therapist to consult 
with a Pastor or a culturally informed person or spiritual specialist for advice.
The second possibility is that the client might present with spiritual and rehgious 
beliefs that might be problematic and distressing, but not attributable to a mental 
disorder. For example, a chent might be in a process of spiritual transition or crisis 
and might be confused or concerned about hearing a voice, experiencing empowering 
dreams or visions, or apprehensive about the malevolent side of spirituality. At this 
point Lukoff, Lu, and Turner (1992) distinguishes between “psychospiritual” and 
“psychorehgious” problems that could be adequately addressed by the therapist and 
the third possibility, “spiritual or rehgious problems” which might be more helpfully
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addressed by referring the chent to a pastor or a spiritual specialist. Fahot (1998b) 
succinctly explains:
For the assessing clinician, the task in these uistances is to decide whether the psychosocial 
correlates of a rehgious concern are such that a mental health response is appropriate — in 
addition to, or in place of, that of a rehgious professional (p. 14)
In addition to this, Clinebell (1984) and Peck (1993) suggests that one of the ways 
that this could be addressed is for clinicians to conduct a spiritual history of the chent 
at the point of assessment (see also Fahot, Freeman & Hayden, 1997; Gopaul- 
McNicol, 1997). Such an interview could reveal the relative importance of spirituality 
for the individual and provide the therapist with a greater insight into the chent’s 
presenting problem, and thus aid accurate diagnosis.
Training would also involve the incorporation of spiritual belief systems into the 
treatment process. Boyd-Franklyn (1989) refers to this as “spiritual reframing”. This 
involves the recognition that clients with spiritual beliefs frame their issues in a 
spiritual manner. Kudlac (1991) argues that therapists should be sensitive to the 
language narratives individuals use to understand spirituahty. For example, 
participants have explained that they have had dreams which provided them with 
insight or a guiding voice or that the ‘Holy Spirit’ showed the way. Such experiences 
can be empowering for the individual as opposed to being perceived as signs of 
delusion. Boyd-Franklyn (1989) suggests that behef statements such as those derived 
from the Bible are “metaphorical communications” that ftmction as an indicator of a 
generalised spiritual orientation.
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Furthermore, therapists should be trained to support individuals through mental 
breakdown and other personal crises (Gopaul-McNicol, 1997). This might include the 
exploration and the utilisation of other possible sources of coping such as prayer, the 
supportive network of the church, or if appropriate, referring them to a spiritualist 
(Fallot, 1998; Tan, 1997). Such considerations might be more empowering, since it 
would validate the chent’s cultural belief system. Conversely, a therapist who is 
cognisant of a chent’s spiritual issues would be in a stronger position to challenge and 
at times explore alternative explanations and interpretations within and outside of the 
chent’s frame of reference.
Boyd-Franklyn (1989) points out that one of the problems with educating and training 
is that after training, clinicians are invariably left to fend for themselves. The reliance 
on an outside “expert” for supervision is not always feasible. Hines (1988) suggests 
that clinicians could facilitate the process of ongoing development by regularly 
updating their knowledge through seminars, workshops and training opportunities and 
through peer support groups.
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Appendix A Recruitment/Adverts
African-Caribbean Spiritual beliefs 
Department of Psychology, University of Surrey 
Guildford GU2 5XH 
Date: March 1999
# I am currently studying for a Doctorate in Psychotherapeutic and Counselling 
Psychology at the University o f Surrey, and as part of my studies I am conducting 
a research study on African-Caribbean people’s beliefs about spirituality.
® As a member of the African-Caribbean community, I am particularly interested in 
this topic since African-Caribbean spirituahty has not been a widely researched 
topic in this country. I beheve that research of this nature will provide valuable 
information, informing counsellors, psychologists and therapists in their work 
with African-Caribbean people.
® Specifically, I am interested in African-Caribbean people (age 18+) who were 
bom in Britain or the Caribbean.
® The research aims to explore your behefs and attitudes about what it means to be 
spiritual, how these beliefs are developed and experienced and the importance of 
spirituahty in your hfe.
# Participation in the research would involve volunteers sharing their experiences 
within groups of between 5-8 people of African-Caribbean origin who hold 
similar behefs.
® The group discussions will take place at the weekends between 24^ March to 30th 
May 1999 (a mutuahy convenient date and time to be negotiated). The group 
discussions will be held at (Address)
®
® If you would like to take part or discuss the study further, then please contact 
Clayton Thompson on (Tel No.).
Thanking you in anticipation
Clayton A Thompson
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Appendix B Letters to participants
African-Caribbean Spiritual beliefe 
Department of Psychology University of Surrey 
Guildford GU2 5XH 
March 1999
Dear tnarticipantl
I am currently studying for a Doctorate in Psychotherapeutic and Counselling 
Psychology at the University of Surrey, and as part of my studies I am conducting a 
research study on African-Caribbean people’s beliefs about spirituahty.
As a member of the African-Caribbean community, I am particularly interested in this 
topic since African-Caribbean spirituality has not been a widely researched topic in 
this country. I believe that research of this nature will provide valuable information, 
informing counseUors, psychologists and therapists in their work with African- 
Caribbean people.
Specifically, I am interested in African-Caribbean people (age 18+) who were bom in 
Britain or The Caribbean. The research aims to explore your behefs and attitudes 
about what it means to be spiritual, how these behefs are developed and experienced 
and the importance of spirituahty in your hfe. Participation in the research would 
involve volunteers sharing their experiences within groups of between 5-8 people of 
African-Caribbean origin who hold similar behefs. I, along with another coUeague 
(also of African-Caribbean origin) will facilitate the group. The group discussion will 
be tape-recorded and wiU last for approximately one and half-hours. I am aware that 
you may have other commitments, but I would be most grateful if you would consent 
to participate in this study. Giving your consent does not mean you cannot withdraw 
from the study at any time. In addition, all information gathered in the study will be 
treated as strictly confidential.
# The group discussions wih take place at the weekends from 1  ^of March through 
to the end of May 1999 (a mutuahy convenient date and time to be negotiated). 
The group discussions wih be held at (address).
The research should be completed around July/August and a copy will be made 
available at your request. I also hope that those who take part in the research will find 
it helpful to talk about their behefs and experiences in a group environment.
If you would like to take part or discuss the study fiirther, then please contact Clayton 
on (Tel No.).
Thanking you in anticipation
Yours faithfully 
Clayton Thompson
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Appendix C Demographic questionnaire
To begin I would like to get some basic information about you (such as age, education and 
occupation). The reason that I would like this information is so that we can show those who 
read our research report that we managed to obtain the views of a cross section of African- 
Caribbean people. The information that you give will never be used to identify you in any 
way because this research is entirely confidential. However, you are under no obligation to 
answer some of these questions, so please don’t feel that you have to.
1. Age [ ] years
2. Sex Malet ] Female [ ]
3. What is your current marital status? (Tick the appropriate answer)
Single_____________ ____
Married ____
Living together ____
Divorced/separated ____
4. How would you describe your ethnicity?
Black British 
African-Caribbean 
Mixed parentage 
Other (Please specify).
5. Were you born in Britain? Yes  No_
[If no:] How long have you been living in Britain?
6. What is your h%hest educational/professional qualification?
(tick the appropriate answer)
None _____
GCSE(s) 0-level(s)/CSE(s) ____
A-level(s)________________ _____
Diploma (HND, SRN, etc.) _____
Degree__________________ _____
Postgraduate degree/diploma _____
7. What is your current occupation (or, if you are no longer working, what was your last 
occupation?)
8. Do you belong to any religious denomination? Yes  No____
[If yes:] Please indicate below the name of the denomination
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Appendix D Consent form
Research consent form
This research project is being carried out as part-fiilfihnent of the Practitioner Doctorate 
in Psychotherapeutic and Counselling Psychology at the University of Surrey, by 
Clayton Thompson and supervised by Dr Adrian Coyle. The aim of this research is to 
explore the spiritual behefe and experiences of African-Caribbean people. It is hoped 
that research of this nature will provide valuable information, informing counsellors, 
psychologists and therapists in their work with African-Caribbean people.
You will be asked to take part in an informal interview about your experiences W  
beliefs about spirituality. The interview will be recorded on audio-tape so that in writing 
up the research we can cite people’s experiences directly. Naturally, to protect 
confidentiality we will not quote any identifying information such as names or locations. 
In making the transcripts therefore, a letter will replace your name and we will not 
record the names of other people or places that may arise in the interview. In any write­
up of this research or any submission for journal publication, these confidentiality 
precautions will be maintained.
If you have any questions so far or feel you would like further information about this 
research please ask the researcher before reading on. Please read the following 
paragraph, and if you are in agreement, sign where indicated.
I agree that the purpose of this research and the nature of my participation in this 
research have been clearly explained to me in a manner that I understand. I therefore 
consent to be interviewed about my beliefs and experiences of spirituahty. I also consent 
to an audio-tape being made of this discussion and to all or parts of this recording being 
transcribed for the purposes of research.
Signed. Date.
On behalf of ah those involved with this research project, I undertake that professional 
confidentiality wih be assured in regards to any audio tapes made with the above 
interviewee and that any use of the audio tapes or transcribed material from the audio 
tapes, will be for the purpose of research only. The anonymity of the above interviewee
wih be protected.
Signed. 
Date...
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Appendix E Interview Guide
Interview Guide
Introduce the researcher and the nature and aims of the research project. Explain the 
confidentiality procedures and obtain consent to tape record the interview. Address 
any questions which the interview may wish to ask.
Have the interviewees complete the demographic information questionnaire and 
consent forms.
Definition of Spirituality and religion
I’d like to start by looking at what does spirituality mean to you? In what way if any, 
does spirituality differ from religion?
(Encourage elaboration o f ideas and thoughts about the two terms)
Can you be spiritual without belonging to a religious denomination?
(Elicit information to further clarify i f  required)
Is it necessary to have a behef in God to be spiritual?
[(If the reply is in the affirmative then ask interviewee to elaborate as to how this 
relationship operates.] Covlà you say more about that? [If the reply is negative, or 
another possibility then ask the group to elaborate as to how spirituality is experienced] 
Elicit information to further clarify i f  required]
Development of spirituality
How did you come to develop your awareness of spirituahty? [(Elicit age, important 
factors and context, anecdotes, and explore the process by which the group/individual 
arrived at these answers. Furthermore, ascertain, i f  not included in answer, i f  their 
development o f spirituality was a sudden or gradual change in each case, elicit 
elaboration o f answers]
How important is spirituahty for you?
[Encourage elaboration o f answers, in particular, ascertains how does spirituality make 
a difference in their lives, is spirituality a constant presence in their lives or only at 
particular times, and ifso at what times. Encourage elaboration o f answers]
What would you say is the main fimction of spirituahty for you?
[Encourage elaboration o f answers]
Do you take part in any form of spiritual practices or rituals?
[Ifyes, elicit information about what form do these spiritual practices/rituals take? How 
frequent are they? What purpose do they have?
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Beliefs/attitudes and spiritual experiences
Previous writings have indicated that spirituality can be helpfol to individuals in many 
different ways. What ways, if any, is spirituality beneficial to you? [Elicit elaboration 
about the nature o f the benefit (in particular, ways o f coping, context, rationale, how it 
is beneficial (or what role does spirituality play in your life?]
Have you had any specific spiritual experiences that have been important or outstanding? 
[If yes:]  in what way?
[Encourage elaboration. For example, can you give me an example(s) (i.e., a story, 
anecdote or incident) o f how spirituality works for you?]
It has been written that people experience and express their spirituality in many different 
ways. In what ways, if any, do you experience and express your spirituality? [Encourage 
elaboration o f answers. I f  items indicated in the literature (such as prayer, spiritual 
books, proverbs, songs, dance, metaphors and dreams) are omitted, ask] What role 
does theses items play in spiritual beliefl [Encourage elaboration o f answers, for 
example, elicit names o f songs, books or proverbs and description o f metaphors. How 
are these items used? What function do they serve? What are the functions, i f  any, and 
meanings ascribed to these items?]
Have there been any ways in which your spiritual beliefs have been disadvantageous to 
you?
[If yes:]  In what ways?
ObeahAVitehcraft
The literature on spiritual beliefs indicates that witchcraft and voodoo are ways that 
spirituality can also be experienced and expressed. What are your views and beliefs on 
Obeah/witchcraft or voodool[Elicit why their views are positive or negative, and why 
they feel the way they do]
Have you practised or used witchcraft/Obeah?(Use name preferred by participant)
[If yes:] Why are they used/practised, how are they used/practised, when are they 
practised
[If no:]  Why do they not practise these areas of spirituahty? [Encourage elaboration o f 
answers]
Have you ever visited a medium/spiritualist?
[If yes:] Why would you do so/or under what circumstances would you visit a 
medium/spiritualist? Why would they not use a medium/spiritualists?
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Implications for therapy
To what extent would people who don’t have an African-Caribbean background 
understand the sort of things that we have been talking about? [Encourage elaboration, 
anecdotes and examples to clarify their thoughts. I f  it appears that ‘others’ do not 
understand their ideas about spirituality, ask] How do you think other people would 
interpret what you’re talking about? [Encourage elaboration, e.g., anecdotes]
Prompts and probes
Could you tell me more about that? 
What makes you say that?
What happened then/after that?
Why do you think that happened? 
Why do you think he/she said/did that 
How did that make you feel?
How did you feel about that?
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N O  I T S  R ) U  C O N I  I t lH l  r O K S
1. 1 hi. B ' i i ! ' - ’ 'if M r . 'i .w ii  /"' .1 Is .111 i i u c r n i u i o n . i i
i iii .im. il  v . i r i i  ,1 i r . i i l i rui i i . i l  i i r i i i i i . t r i i i i :  r o u . i r d -  | i s \ L l u u l \ i i . t i n i c  issues .  
W h i l s t  i i i . i i i i i . i i i i i n y  .i h i n . u l  t h . e i u s r i c . i l  h . i s e  . i iu l  i i is i . s t i ni ;  i i p i i n  
s i i i i i i i l  .u k I s c i i s i h l i  i i i c th ' . K l ' i l i i g v  i l s  n h j c c t i v i . -  is t o  . i v o i t l  t h e  m u r e  
s i u i p l l s t i i  . i p p r u . i s . h e s  t u  p s v s h u l u g i e . i l  s e i e i K e .
I h e  ju ii r i i .i l  .liiiis til b r in g  ru g e lh e r  th e  iiied ie .il .u u l 
p s y e h u li ig is .il s liss ip liiie s  .uu l ih is  is re lie s tee l ill d ie  c o m p o s i t io n  
u( th e  l elitiiri.il le .im . C.u ü .ih u r.i iie e  s tuelies b e tw e e n  p sy c h ia tr is ts  
a iu l p s y c h u li ig is ts  .ire  e sp e c ia lly  e iis u u ra g e e i.
O r ig in a l  ilie u re tica l aiiei research  c u n tr ib u t iu n s  ire in v ite d  from  
th e  tieleis u l  p sy c h u e ly n a n iic  a iu l  in te rp e rs u n .i l  (> s\cho logv . 
p.irricul.irls- .is th e y  h a se  a b e a r in g  itp u n  v u ln e ra b ility  tu , ad ju sc m e tu  
tu  a n d  re c u v ery  h u m  b o th  tiiestieal .u u l p s v c h u lu g ic a l d is o rd e rs .
r h e  j in ir i i .i l  .lin is  to  p ru m u te  th e o re t ic a l  .u u l re sea rc h  
d e v e lu p n ie n ts  in  th e  de l els u t s itb je c tiv e  p s v c h u lu g ic a l s ta te s  a tu l 
d is p o s i t io n s ,  in te rp e rs u n .il  a t t i t iu ie s .  b e h a v io u r  a n d  re la tio n s h ip s  
a n d  p s y c h o th e ra p y . C lin ic a l o r  c.ise  s tu d ie s  w ill be  c o n s id e re d  o n ly  
if th e y  il lu s tra te  u n u s u a l  lu rn is  u l  p s y c h o p a th o lo g y  o r  in n o v a tiv e  
lu rm s  e)I th e ra p y  w h ic h  c a rry  im p o r ta n t  th e o re t ic a l  im p lic a t io n s .  
In  a ll s tu e lies  c o n c ise  a n d  c le a r p r e s e n ta t io n  is e ss e n tia l  a n d  it  is 
s t ro n g ly  r e c o m m e n d e d  th a t th e  p a t i e n t ’s p e rm is s io n  to  p u b lis h  is 
s o u g h t .
A  sp ec ia l s e c tio n  o n  C o u n s e l l in g  I'sy ch e ilo g y  h.is b e e n  c re a te d  
w i th in  th e  J o u rn a l  in  r e c o g n it io n  o t  th e  im p o r ta n c e  o f  th is  a re a  
w i th in  p s y c h o lo g y  a n d  p s y c h o th e ra p y . I h e  n e w  s e c t io n  a im s  to  
p r o m o t e  th e o re t ic a l  a n d  re sea rc h  d e v e lo p m e n ts  in  th e  fie ld  o f  
C o u n s e l l in g  P sycho logy . .A b ro a d  th e o re t ic a l  a n d  m e th o d o lo g ic a l  
b .ise . c o m b in e d  w ith  a c a d é m ie  r ig o u r  w ill b e  m .i in ta in e d . C l ie n t  
s tu d ie s  w ill b e  c o n s id e re d  w h e re  th e y  il lu s tra te  u n u s u a l  o r  o rig in a l 
th e o re t ic a l  o r  c o n c e p tu a l  perspe-ctives . o r  in n o v a tiv e  fo rm s  o f  
c o u n s e l l in g  p s y c h o lo g y  in te rv e n t io n s  w h ic h  c a r ry  im p o r ta n t  
th e o re tic a l im p lic a tio n s . A u th o rs  w h o  w ish  to  s u b m it  th e ir  p a p e rs  
to r  c o n s id e ra t io n  in  th e  C o u n s e l l in g  P s y c h o lo g y  s e c t io n  s h o u ld  
s ta te  th is  in  th e i r  c o v e r in g  le rte r.
2 . T he  c ir c u la t io n  o f  th e  J o u rn a l  is w o r ld - w id e . T h e r e  is n o  
re s t r ic t io n  to  B ritis h  a u th o rs ;  p a p e r s  a re  in v i te d  a n d  e n c o u r a g e d  
f ro m  a u th o r s  th r o u g h o u t  th e  w o r ld .
3 . T h e  re a d e rs  a re  m e d ic a l p s y c h o lo g is ts , in  p a r t ic u la r  th o s e  
c o n c e rn e d  w i th  p s y c h o th e ra p y , f ro m  th e  d is c ip l in e s  o f  
p s y c h o lo g y , s o c io lo g y  a n d  m e d ic in e .  T h u s  th e y  in c lu d e  c lin ic a l 
p s y c h o lo g is ts , p sy c h ia tr is ts  a n d  so c ia l w o rk e rs .
4 . P apers  s h o u ld  b e  as sh o r t as is c o n s is te n t w ith  c le a r  p re s e n ta tio n  
o l  th e  s u b je c t  m a tte r ;  in  g e n e ra l th e y  s h o u ld  n o t  e x c e e d  5 0 0 0  
w o rd s . I h e  t i t le  s h o u ld  in d ic a te  as b r ie f ly  as p o s s ib le  th e  s u b je c t  
o f  th e  a r tic le . A 2 0 0  w o rd  s u m m a ry  s h o u ld  b e  p ro v id e d  b u t ,  w ith  
e x p e r im e n ta l  p a p e rs , s h o u ld  sp e c ify  h y p o th e s e s ,  m e th o d s ,  re su lts  
a n d  c o n c lu s io n s .
5. B rie f R e p o r ts  l im ite d  to  1 0 0 0  w o rd s  m a y  in c lu d e  re sea rc h  
s tu d ie s  a n d  th e o re tic a l , c ritica l o r  re v ie w  c o m m e n ts  w h o se  e ssen tia l 
c o n t r ib u t io n  can  b e  m :ide  briefly. T h e y  a lso  in c lu d e  research  s tu d ies  
w h o se  im p o r ta n c e  o r  b re a d th  o f  in te re s t  a rc  in s u ff ic ie n t to  w a r ra n t  
p u b l ic a t io n  as a fu ll a r tic le  o r  c ase  r e p o r ts  m a k in g  a  d is t in c t iv e  
c o n t r ib u t io n  to  th e o ry  o r  te c h n iq u e . A  s u m m a ry  o f  n o t  m o re  th a n  
5 0  w o rd s  s h o u ld  b e  p ro v id e d .
6 . T h e  E d i to rs  w ill re je c t p a p e rs  w h ic h  e v id e n c e  d is c r im in a to ry , 
u n e th ic a l  o r  u n p ro fe s s io n a l p ra c tic e s .
7 . W h e n  p u b lis h in g  in fo rm a tio n  fo r  e sse n tia l s c ie n tif ic  p u rp o s e s  
a b o u t  a n  in d iv id u a l  p e rs o n , a ll a p p r o p r ia te  s te p s  m u s t  b e  ta k e n  
to  g a in  th e  in fo r m e d  c o n se n t o f  th e  p a r t i c ip a n t  (p a re n t ,  g u a rd ia n  
o r  a d v o c a te ) . H a v in g  c o n sid e re d  a n y  risks w ith  th e  p e o p le  invo lved , 
all r e a s o n a b le  p re c a u t io n s  s h o u ld  b e  ta k e n  to  a v o id  p u b lis h in g  
in f o r m a t io n  w h ic h  m a y  e n a b le  th e  p a r t i c ip a n t  to  b e  p e rs o n a lly  
id e n tif ie d .
8 . P u b lic a t io n  is s p e e d e d  by  c a re  in  p re p a r a t io n .
(a) C o n t r i b u t i o n s  s h o u ld  be  ty p e d  in  d o u b le  s jv ic in g  w ith  
w id e m a rg in s  a n d  o n ly  o n e  s id e  o f  e a c h  s h e e t .  S h e e ts  s h o u ld  
b e  n u m b e re d . T he to p  c o p y  a n d  a t  least th re e  g o o d  d u p lic a te s
s h o u ld  b e  s u b m it te d  a n d  a c o p y  s h o u ld  b e  re ta in e d  b v  th e
I ills lo u m .ii o p e i.i te s  .i p o lic y  of b lin d  p e e r  review . P a p e rs  will 
n o rm .i lly  b e  s e r u t in i / e d  a n d  c o m m e n te d  o n  b y  a t  le a s t  tw o  
in d e p e n d e n t  e x p e r t  re fe rees  as w ell as by  th e  e d i to r s  o r  an  
a sso c ia te  e d i to r .  I h e  re fe rees  w ill n o t b e  m a d e  a w a re  o f  th e  
id e n ti ty  o l th e  a u th o r .  .All in fo r m a t io n  a b o u t  a u th o r s h ip  
in c lu d in g  p e rs o n a l  a c k n o w le d g e m e n ts  a iu l in s t i tu t io n a l  
a f i th .i t io n s  s h o u ld  b e  c o n f in e d  to  a re m o v .ib le  f r o n t  p a g e  a n d  
th e  tex t s h o u ld  b e  free o f  su c h  clues as id e n tif ia b le  s e lf -c ita tio tis  
( In  o u r  e a r lie r  w o rk . . . ’). The p a p e r ’s t i t le  s h o u ld  b e  re p e a te d  
o n  th e  firs t p a g e  o f  th e  te x t. 
i.i f ta b le s  s h o u ld  b e  ty p e d  in  d o u b le  s p a c in g  o n  s e p a ra te  sh ee ts . 
I.acli s h o u ld  h a v e  a s e lf -e x p la n a to ry  t i t le  a n d  s h o u ld  b e  
c o m p re h e n s ib le  w i th o u t  re fe re n c e  to  th e  te x t. T h e y  s h o u ld  h e  
re fe rred  to  in  th e  te x t b y  a ra b ic  n u m e ra ls .  D a ta  g iv e n  s h o u ld  
b e  c h e c k e d  fo r  a cc u r.icv  a n d  m u s t a g re e  w ith  m e n t io n s  in  th e  
te x t.
1^ /) f ig u re s ,  i.e . d i .ig ra m s . g r a p h s  o r  o th e r  i l lu s tr a t io n s ,  s h o u ld  b e  
o n  s e p a ra te  sh e e ts , n u m b e r e d  s e q u e n tia l ly  P ig. 1’ e tc . .  a n d  
e ac h  id e n tif ie d  o n  th e  b a c k  w ith  th e  a u t h o r ’s n a m e  a n d  th e  
t i tle  o f th e  p a p e r . T h e y  s h o u ld  b e  c a re fu lly  d r a w n ,  la rg e r  th.vn 
th e ir  in te n d e d  size, s u ita b le  fo r  p h o to g ra p h ic  re p ro d u c t io n  a n d  
c le a r  w h e n  re d u c e d  in  size.
(t’) B ib lio g ra p h ic a l re fe rences  in  th e  tex t s h o u ld  q u o te  th e  a u th o r ’s 
n .im e  a n d  th e  d a te  o f  p u b l ic a t io n  th u s :  J o n e s  ( 1 9 9 4 ) .  T h e y  
s h o u ld  b e  lis te d  a lp h a b e tic a l ly  b y  th e  a u th o r  a t  th e  e n d  o f  th e  
a r tic le  a c c o rd in g  to  th e  fo llo w in g  fo rm a t ;
H e rb e r t ,  M . ( I ‘)9 3 ) . Worhingivith childfvii lUid the Children 
A c ;(p p . 7(>-106). l .e ic e s te r ;T h e  B ritish  P sy ch o lo g ica l Society . 
N’e e le m a n . J . .  N  P e rs .tu d , R . (1 9 9 5 ) .  W h v  d o  p s y c h ia tr is ts  
nesjiec t re lig io n ?  Hritiih Journal o f  Ale/lieal Psyeholo^'.
6.f l6 9 -r 8 .
P a r t ic u la r  c a re  s h o u ld  b e  ta k e n  to  e n s u r e  th a t  re fe re n c e s  
a re  a c c u ra te  a n d  c o m p le te .  W h e r e  b o o k s  a rc  a v a i la b le  in  
b o th  h a rd b a c k  a n d  p a p e r b a c k  p le a se  g iv e  re fe re n c e s  to  
b o th  e d i t io n s  a n d  p u b lis h e rs .  G iv e  a ll  jo u rn a l  t i t le s  in  fu ll .
(f)  SI u n i ts  m u s t  b e  u se d  fo r  a ll m e a s u re m e n ts ,  r o u n d e d  o f f  
to  p ra c tic a l v a lu e s  i f  a p p r o p r ia te ,  w ith  th e  Im p e r ia l  
e q u iv a le n t  in  p a re n th e s e s .  A  g u id e  to  SI U n i ts  is g iv e n  in  
th e  B P S  Style Guide, a v a i la b le  a t £ 3 .5 0  p e r  c o p y  f r o m  T h e  
B ritish  P s y c h o lo g ic a l S o c ie ty , S t A n d re w s  H o u s e ,  4 8  
P r in ce ss  R o a d  E a s t. L e ic e s te r  L E I 7 D R .  U K .
(g) A u th o r s  a re  re q u ire d  to  a v o id  th e  u se  o f  s e x is t la n g u a g e .
(h) S u p p le m e n ta ry  d a ta  to o  e x te n s iv e  fo r  p u b l ic a t io n  m a y  
b e  d e p o s i t e d  w i th  th e  B r i t is h  L ib ra ry  D o c u m e n t  S u p p ly  
C e n t r e .  S u c h  m a te r ia l  in c lu d e s  n u m e r ic a l  d a ta ,  c o m p u te r  
p ro g ra m s , fu l le r  d e ta ils  o f  c a s e  s tu d ie s  a n d  e x p e r im e n ta l  
te c h n iq u e s .  T h e  m a te r ia l  s h o u ld  b e  s u b m i t t e d  to  th e  e d i to r s  
to g e th e r  w i th  th e  a r tic le , fo r  s im u l ta n e o u s  re fe re e in g .
9 . P ro o fs  a re  s e n t  to  a u th o r s  fo r  c o r r e c t in g  o f  p r in t ,  b u t  n o t  to r  
in t r o d u c t io n  o f  n e w  o r  d if f e r e n t  m a te r ia l . F if ty  c o m p l im e n ta n -  
c o p ie s  o f  e a c h  p a p e r  a re  s u p p l ie d  to  th e  s e n io r  a u th o r ;  f u r t h e r  
c o p ie s  m .iy  b e  o rd e re d  o n  a f o r m  s u p p lie d  w i th  th e  p r o o f s .
10 . S u b m is s io n  o f  a  p a p e r  im p lie s  th a t  it h a s  n o t  b e e n  p u b l is h e d  
e lse w h e re  a n d  is n o t  c u r r e n t ly  u n d e r  s u b m is s io n  fo r  p u b l ic a t io n  
e lse w h e re . A u th o r s  a re  re s p o n s ib le  fo r  g e t t in g  w r i t t e n  p e rm is s io n  
to  p u b lis h  le n g th y  q u o ta t io n s ,  i l lu s tra t io n s ,  e tc .. o f  w h ic h  th e y  d o  
n o t  o w n  th e  c o p y r ig h t .
1 1. W o rk  p u b l is h e d  in  fu ll o r  in  s u b s ta n t ia l  p a r t  e ls e w h e re  is n o t  
a c c e p ta b le . W h e r e  th e  w o rk  is s u b s ta n t ia l ly  s im ila r  to  w o r k  
p u b lish e d , a cc e p te d  o r  s u b m it te d  e lsew here  b y  th e  a u th o r  o r  a u th o r 's  
re sea rc h  g r o u p ,  th is  s h o u ld  b e  c le a r ly  s ta te d  in  th e  m a n u s c r i p t  
a n d  a c o p y  o f  th is  w o rk  s h o u ld  b e  s e n t  to  th e  e d i to r .
12 . T o  p ro te c t  th e  in te re s t  o f  a u th o r s  a n d  jo u rn a ls  a g a in s t  
u n a u th o r iz e d  re p ro d u c tio n  th e  B P S  requ ires c o p y r ig h t to  b e  ass igned  
to  th e  S o c ie ty  (b y  s ig n in g  a  f o r m ) ,  o n  th e  e x p re ss  c o n d i t i o n  th a t  
a u th o r s  m a y  u se  th e i r  o w n  m a te r ia l  e ls e w h e re  a t  a n y  t im e  
w i th o u t  p e rm is s io n .

African-Caribbean clients’ spiritual and religious 
beliefs: A qualitative study
This study explores the spiritual and religious beliefs of eight African-Caribbean clients who 
were engaged in psychotherapy. Information was gathered on the conceptualisation of spiritual 
and religious issues, the ways in which spiritual and religious issues were engaged with or not 
engaged with, the impact of this engagement/non engagement on the therapeutic process, spiritual 
and religious coping and the utilisation of therapeutic services. Interpretative phenomenological 
analysis of open-ended interview responses revealed spiritual and religious beliefs impacted 
implicitly and explicitly on therapy, compromising the ways in which therapeutic services were 
utilised. This highlighted the emic-etic debate in multicultural psychotherapy, lending support to 
recent calls for ethnic specific mental health services. The utility of spiritual and religious coping 
highlights the call for the integration of spiritual and religious values in psychotherapy.
Religion, spirituality and mental health
An increasing number of studies (Bergin, 1983; Bergin, Reynolds and Sullivan, 1991; 
The Mental Health Foundation, 1997; Worthington, Kurusu, McCullough & Sandage; 
1996) have shown that having religious beliefs is correlated with positive mental health. 
Specifically, several studies have shown a strong link between having religious and 
spiritual beliefs and depression (Koenig, 1996; Rosik 1989; Watson, Hood and Foster, 
1988), anxiety disorder, personality disorder, mania and schizophrenia (Kroll and 
Sheehan; 1989) and well being, with Cinnirella & Loewenthal (1999) and Koenig (1996) 
suggesting that rehgious belief can be a protective factor against depression. However, 
many of the studies on religious coping (Pargament, 1997) have been conducted on non- 
clinical samples, which is fraught with problems if generalisations are made to a clinical 
setting.
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Furthermore, few studies have focused specifically on spiritual beliefs -  the inter and 
intra personal connection with others, the world and a higher universal power, which 
provides personal meaning in life (e.g. God) (Prest & Keller, 1993). Instead, most of the 
studies have focused on religious dimensions -  “the adherence to the beliefs and practices 
of an organised church or religious institution” (Shafranske & Maloney, 1990, p. 72) - 
and therapists and chents with religious values or beliefs. However, the two concepts are 
also intrinsically connected, since religion can be perceived as a way of containing and 
practising spirituality (Thompson, 1999). Therefore, in this report the terms will be used 
simultaneously (spirituality/religion) to take into account participants’ diverse beliefs and 
to make use of the available literature.
Black spiritual/religious beliefs.
Spirituality is seen as an integral part of the experiences of Black people (Stoll, 1979).
It has been reported that many African-Americans (Boyd-Franklyn, 1989) and African- 
Caribbean people (Thompson, 1999), in particular those who have been exposed to a 
“traditional” rehgious upbringing, will often use a spiritual framework to guide and make 
sense of experience.
Black spirituality also includes a belief in spiritualism - that benevolent and malevolent 
spirits can influence human behaviour. In Haiti it is known as Voodoo and in English 
speaking Caribbean nations, obeah. Spiritualist healers mediate the worlds of the spirits. 
It is not uncommon to hear of people being possessed by ‘frad spirits” or being “cursed”. 
Gopaul-McNicol (1997) states that these beliefs are accepted by most sectors of the society, 
transcending race, class, age and gender. Treatment is dependant upon the presenting 
problem and includes the use of herbs, roots, religious rituals, exorcism and healing (Knox, 
1985).
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Research has shown that spirituality is a major resource for managing illness and stressful 
life events among African-Americans (Krause & Tran, 1989; Neighbours, Jackson, 
Bowman & Gurin, 1983). In a study on college students, Edwards (1987) found that 
spirituality was the most important “setf-determined” component of psychological health. 
In agreement with this, recent studies (Cinnirella & Loewenthal, 1999; The Mental 
Health Foundation, 1997) looking at rehgious beliefs and practices in minority groups 
found that African-Caribbean participants reported that spirituaFreligious beliefs did have 
an impact on their choice of strategies for dealing with mental illness.
Spirituality/Religion, minority groups and service utilisation
It has been argued that the field of psychotherapy has failed to meet the particular mental 
health needs of ethnic minorities (Bhugra & Bhui, 1998; Sue & Sue, 1990). Sue and Sue 
(1990) have found that 50% of minority clients terminate therapy after only one contact 
with a therapist. They suggest that a basic reason for under-utilisation of services and 
early termination is the biased nature of the services themselves. In agreement with this, 
Bhugra and Bhui (1998) state that “despite the diversity of cross-cultural psychotherapy, 
there is no systemic formulation of the role of culture on the therapeutic process, and 
cultural aspects of healing have rarely dealt with psychotherapeutic practice” (p.315). In 
addition to this, empirically rigorous research outcome measures and well-validated 
methodologies to examine patient setting variables remain under-researched (Bhugra & 
Bhui, 1998; Cinnirella & Loewenthal, 1999). This is despite the fact that 
spirituaFreUgious variables affect the utilisation of psychological services by Asian 
(Shams & Jackson, 1993), orthodox Jewish (Bilu & Witzum, 1993) and African- 
Caribbean communities (Cinnirella & Loewenthal, 1999). Therapy has a better outcome 
when the therapist is cognisant of the chent’s spirituaFreligious values (Bergin, 1980; 
Lovinger, 1984) and when the therapist strives to integrate therapeutic solutions with a 
client’s core religious/spiritual values and beliefs (Tan, 1997).
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This study therefore aims to explore the religious and spiritual beliefs, attitudes and 
experiences of African-Caribbean clients who are currently engaged in therapy. A review 
of the literature (Psyclit, BIDS and Medline) indicates that there has been no research to 
investigate this issue. The results of such conceptualisations may prove usefiil in making 
theoretical sense of African-Caribbean spirituaFrehgious issues in relation to mental 
health and in framing interventions with this client group. Specific research questions 
addressed the extent to which spirituality was engaged with and the ways in which it was 
not engaged with, to ascertain clients’ evaluation of therapists, therapeutic relationship 
and therapeutic outcome in relation to this engagement/non-engagement, and to examine 
how rehgious and spiritual beliefs impact on the uptake and non uptake of services in 
relation to this engagement/non-engagement.
Method
Participants
Eligibility for participation required that participants were of African-Caribbean origin -  
bom in the Caribbean or in Britain. This was to ensure as much cultural homogeneity as 
possible. All participants were engaged in psychotherapy.
In this study, engagement in psychotherapy will be taken to mean individuals who are in 
receipt of individual (cognitive behavioural, systemic, humanistic or psychodynamic) 
therapy and utilising a service where the therapist has a formally recognised accreditation 
or is eligible for accreditation (e.g., by the United Kingdom Council for Psychotherapy 
(UKCP), British Association for Counselling (BAC), Divisions of Counselling 
Psychology or Clinical Psychology of the British Psychological Society (BPS)).
Eight African-Caribbean clients were interviewed for this study. This sample size falls 
within that recommended for qualitative research with small groups (Smith, Jarman &
197
Osborn, 1999). Participants were recruited with a range of diagnostic categories (e.g. 
anxiety and depression), since there is no clear evidence to suggest that rehgious/spiritual 
beliefs mean different things to the various categories and would be responded to 
differently by them. However, participants with a diagnosis of schizophrenia were 
excluded, since research has highlighted some of the difficulties in working with this 
cUent group in relation to rehgious and spiritual issues (Jones & Watson, 1997; Peters, 
Day, McKenna & Orbach, 1999). Other dimensions considered important were age, 
degree of religious affiliation, and cultural upbringing, since Thompson’s (1999) study 
highlighted the need to incorporate diverse perspectives in relation to the different ways 
in which individuals define and make meaning from their spiritual behefs.
All participants were recruited by randomly contacting three well-established multi­
cultural psychotherapy services located in South East London. Information about the 
research was given to participants by their therapists and the participants then contacted 
the researcher via telephone. To protect confidentiality, the names of the participants 
have been replaced by a pseudonym and other identifying information has been changed 
or omitted.
Ethical considerations
Ethical approval was first obtained from the research organisation (Appendix A). To 
some extent the research involved implicitly breaching the therapeutic boundary, possibly 
undermining therapists competence and raising possible existential issues for participants. 
This issue was raised by both organisations to which I had applied for ethical approval. In 
the light of this, all therapists were informed beforehand of the possible adverse reactions 
and were therefore prepared to manage issues raised. All participants were informed 
beforehand that if existential issues emerged they could discuss them with the researcher 
(a trainee counselling psychologist), if it was appropriate, as a way of dealing with the 
issues at the time, and that they could bring these issues to their therapists.
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Procedure
Participants were interviewed at their therapy centre or in their own homes. Interviews 
lasted between forty-five minutes to one hour and were tape-recorded. All participants 
signed a consent form (Appendix B), which provided details of confidentiality 
procedures, and completed a demographic questionnaire (Appendix C) which elicited 
information relating to age, sex, occupation, religious/spiritual conviction, length of time 
in therapy, and ethnicity of the therapist. A semi-structured interview schedule (Appendix 
D), developed from the literature and research on the psychology of religion, and assisted 
by the themes previously identified in Thompson’s (1999) study was administered.
The interview schedule was conducted face to face and consisted of a number of open- 
ended questions with prompts, which encouraged fiirther elaboration. Furthermore, the 
order of questions was often changed, allowing for individual variability in the way 
questions may be considered. At times questions were omitted if it was felt that the 
participant had previously covered that area adequately. The interview schedule followed 
a ‘fimnelling’ approach (Guba & Lincoln, 1981). This involved asking general questions 
about their spirituaFreligious beliefs before moving on to more specific and focused 
questions concerning the role of their beliefs vis-à-vis therapy. The main content areas of 
the interview schedule were: participants’ definition of spirituality and religion; the 
meaning-making fimction of spirituality/religious behefs in relation to their distress; the 
impact of their beliefs on the therapeutic processes and their evaluation of therapy and the 
utilisation of therapeutic services.
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Analytic procedure
Interviews were transcribed and were subjected to Interpretative Phenomenological 
Analysis (IPA) (Smith, 1996; Smith, Flowers & Osbom, 1997; Smith, Jarman & Osbom, 
1999). Smith (1996) states that the aim of IP A is to explore the participant’s view of the 
world by adopting as far as possible an “insider’s” perspective of the phenomenon under 
investigation. IP A is concerned with individuals’ personal accounts -  the way they act or 
think about an object or an event - as opposed to attempting to produce an objective 
statement of that object or event.
Essentially, IPA has its roots in two theoretical perspectives, phenomenology (Giorgi, 
1995) and symbolic interactionism (Denzin, 1995). Thus IPA takes the view that the 
meaning that individuals ascribe to events are perceived to be of central importance to the 
researcher, since meanings occur and are made sense of, in, and as a result of, social 
interaction. In this respect, IPA recognises that the analytic process will be influenced 
by, and dependent on, the interaction between the participants’ accounts and the 
interpretative framework of the researcher. IPA does not claim that the thoughts of an 
individual in interview accounts are transparent, but these accounts are taken at face 
value, with the assumption that the researcher’s interpretations and conclusions can say 
something meaningful about that thinking (Smith, 1996).
The analytic procedure continued, initially, with repeated reading of each transcript. This 
iterative process allows the researcher to become ‘intimate’ with the account, as each 
reading was likely to elicit new insights. Recurrent themes within the transcript were 
coded with a key word or phrase that captured the essence of the content. The next stage 
involved looking for thematic connection, both within and across transcripts. The themes 
were ordered coherently by clustering some together and organising some hierarchically. 
The recurrent themes from each transcript were then consolidated to produce a list of 
common or superordinate themes, which could pull together, where appropriate, sub­
themes. The transcripts were then re-read, ensuring that the themes and sub-themes could
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be clearly identified in the verbatim transcript. For each theme, a file of transcript 
quotations was created. In addition, consultation with colleagues and reference to 
literature informed and supported the interpretation.
Throughout the analysis, the frequency of occurrence of particular themes is indicated 
using “adjectival phrases” (Krueger, 1994) such as: “The majority...”, “All of the 
participants”, “ One of the participants...” Krueger (1994) suggests the exclusion of 
quantitative indices from qualitative research since the use of numbers may give the 
impression that the findings could be generalised to the larger population. Furthermore, 
there are no pre-defined criteria for a theme to be considered notable for selection, and 
quantification may undervalue the significance of themes identified and compromise the 
diversity of responses made by participants.
The findings from the data are discussed in context throughout the Analysis section. An 
overall perspective of the findings and implications for psychotherapy will be discussed 
in the Overview section. In the sections where quotations are presented, empty square 
brackets indicate the omission of material, and clarificatory material that has been added 
is written within square brackets. Ellipsis points (...) indicate a pause in the flow of 
participants’ speech.
Evaluation
Interpretative phenomenological analysis recognises and emphasises the inherent 
subjectivity of interpretations. For this reason it is important to make the researcher’s 
interpretative framework ejqplicit in relation to the topic (Elliott, Fischer and Remue, 
1999). Firstly, I am of African-Caribbean origin. As a child and adolescent, I have had 
experiences of Pentecostalism, Seventh Day Adventism and Anglican religion. Now, in 
my mid adulthood, my personal awareness of a spiritual dimension -  the belief in a 
higher order of things - which can, but does not necessarily require an explicit religious
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framework, is developing. Secondly, no generally accepted standard work on African- 
Caribbean spirituality comparable to American studies (e.g. Boyd-Franklyn, 1989; 
Edwards, 1987) has been found in the literature hence my research - a personal as well as 
an academic quest.
Having such a personal interest in the research and belonging to the same ethnic group as 
the participants wül inevitably have influenced how I interacted during the interviews. 
My ‘sameness’ may have been perceived as a positive factor, allowing the participants to 
feel understood, thus increasing disclosure. Conversely, in the analysis, our shared beliefs 
may have biased my interpretations in favour of certain themes that appeared personally 
meaningful, perceiving then as unanalysably ‘given’ (Kehoe & Gutheil, 1984). However, 
awareness of this issue allowed me to ‘bracket’ (Giorgi, 1985) these attributions and 
expectations. Furthermore, supervision ensured that the emerging themes were grounded 
in the transcripts (Elliott et al, 1999), reducing the risk of interpreter bias. In this respect, 
the traditional evaluative criteria such as reliability required by a nomothetic 
epistemology becomes invalid, since the critical realist epistemology (Bhaskar, 1989) of 
IPA assumes that reality can never be fully apprehended, only approximated. An 
alternative criteria for assessing the reliability of qualitative study is outlined by Elliott et 
al (1999). The analytic process was rendered transparent by quoting excerpts from the 
data set, which illustrated the interpretations, allowing readers to assess the 
persuasiveness and coherence of the analysis themselves (Elliott et al, 1999).
Analysis
Background information
The sample consisted of five female and three male participants, with a mean age of 39.5 
(range 26-61, SD = 12.8). Five of the participants were single, two were married and one 
was hving with a partner. Educationally, one held a postgraduate degree, two held
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degrees, four held school certificates and one did not indicate their level of education. 
Four of the participants were in full employment, three were unemployed and one was a 
student.
Ethnically, four of the five participants who were bom in Britain described themselves as 
African-Caribbean and one described himself as Black British. Three participants were 
bom in the Caribbean and described themselves as African-Caribbean. Denominationally, 
three of the participants defined themselves as belonging to the Pentecostal Church, two 
to the Jehovah Witness Church, one participant belonged to the Muslim faith and two 
participants did not belong to a rehgious denomination. SpirituaFrehgious beliefs were 
quite important for five participants, very important for two of the participants and 
extremely important for one of the participants.
Diagnostically, four of the participants had a diagnosis of depression, three participants 
had anxiety disorders and one participant had a diagnosis of posttraumatic stress disorder. 
The length of time participants were in therapy ranged from 1 year to seven years (mean 
= 2.7.SD = 1.8).
Two of the psychotherapists in the study were BAC qualified and four of the 
psychotherapists were in training (BAC and UKCP). All of the psychotherapists utilised 
the humanistic approach to practice. Ethically, there were two Asian, two African and 
four African-Caribbean psychotherapists.
Analysis
Five major themes were identified from the data. These are participants’ 
conceptualisation o f spirituality and religion, the meaning-making function that 
spirituaFrehgious beliefs play in their everyday lives, the impact o f spiritual/religious 
beliefs in therapy, utilisation o f therapy services and spiritual/religious coping. Some of
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the themes may be seen as arising from the structure of the interview schedule to some 
extent, although the issues covered by these themes did appear to have phenomenological 
resonance for the participants. However, the diverse sub-themes reflect concerns that 
more clearly originated from participants.
Conceptualisation o f spirituality and religion
The definition of Religion was clearly articulated, and this was contrasted with the 
difficulties that some participants had in defining spirituality. However, due to word 
limitation only a summary of conceptualisation of spirituality and religion will be given 
here.
Religion
The majority of the participants clearly differentiated between religion and spirituality, 
perceiving rehgion as a preoccupation with an institutionalised system of behefs and 
practices. However, for some participants, those practising a rehgion, spirituahty was 
perceived as indistinguishable from the rituals, teachings and rehgious practices:
I don’t think that I could be totally spiritual without belonging to this particular organisation. It is 
basically how they live their hves ( . . . )  the spiritual feeding programme that you get from them  
( . . .) .  (Female P7)
Spirituality
For some participants the conceptuahsation of spirituahty, however, was not as 
transparent (Thompson, 1999). Some participants described spirituahty as ‘something 
that is very, very deep, indefinable’ (Female P6) and comes from ‘within the individual’
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(Male P8), but were unable to articulate what they felt. Indeed, many participants gave 
the impression that their beliefs could not be adequately articulated, suggesting that at 
times their experiences were beyond language. The sense of being in a “spiritual crisis” 
(Fallot, 1998) or a process of transition towards a spiritual or existential awareness was 
explicitly, and at times implicitly, conveyed by some participants and this seemed to 
confound their ability to coherently articulate their beliefs. However, some participants 
held a clearer conceptualisation of spirituality, which included the belief in and 
connectedness to an external and/ or internal ‘greater force’ or ‘spirit’ which provided a 
framework through which they make personal meaning in life.
Meaning making function
The theme of meaning making highlighted the function that such spirituaFrehgious 
beliefs played in their everyday hves and as a way of making sense of supernatural 
experiences.
Function
Frankl (1963) suggests that the primary motivational force in man [sic] is the need to 
find meaning in life. For these participants, spirituality/rehgion served to provide a 
framework through which they interpreted and experienced hfe in a meaningful 
connected way:
It (religion/spirituality) keeps me grounded for one thing. But it also gives me a sense o f  how we 
should be hving ( . . . )  a positive sense o f  the future. (Female P7)
Apart from providing participants with a sense of meaning, Jackson & Fuhbrd (1997) 
suggest that the adoption of a rehgious/spiritual belief also serves to provide them with
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self-esteem and a sense of control which increases coping behaviour. One participant, 
capturing the sentiments of the majority, explained succinctly that it was ‘ beneficial to 
know that there is somebody there, some spiritual force is there in your life, it will never 
let you down unless you don’t tap into it’ (Female P5). For all of the participants, 
religious/spiritual beliefs also fimctioned as a ‘coping’ mechanism’ for managing 
distress. The different ways in which participants utihse their beliefs as a way of coping 
will be discussed in greater detail below in the section on spiritual/religious coping.
Supernatural experiences
The theme on function was also linked to the ways in which participants experienced and 
made sense of supernatural experiences. Many participants spoke of their deep sense of 
intuition, which often found expression in empowering ‘dreams’ and ‘visions’. In 
addition to this, their accounts often implicitly conveyed the belief that such experiences 
were a naturally given ability. These experiences served to provide information, guidance 
and warnings prior to actual events. As one participant explained:
My father used to say when I was young, young people dreams dream, old people see visions 
(. . .).  Sometimes, i f  anything is going to happen in the family or to close fi-iends ( . . . )  I actually 
see it before it happens. (Female P4)
In conjunction with the above, it would seem that all of the participants implicitly 
accepted the benign, supernatural aspects of spirituality, but some participants expressed 
ambivalence about the “evil” part, which was often understood as, or contained within, 
the practice of obeah. Their expressions contained, on the one hand, apprehension about 
admitting to a belief system which was anathema to common sense (Wintrob, 1973) and at 
the same time caution about denying it, since they were able to acknowledge that the 
practice of obeah, as a system of belief, was part of their culture (Thompson, 1999). 
However, some participants in particular those who belonged to a religious denomination.
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were able to clearly articulate their acceptance of this duality but expressed caution about 
becoming involved in ‘demonic practices’ since it was ‘not to be taken hghtly’. (Female P7)
The impact of spiritual/religious beliefs in therapy
The data highlighted differences and commonalities in the way participants’ 
spirituaFrehgious beliefs impacted on the therapeutic relationship. In particular, a 
distinction was made between non-engagement with spirituaFrehgious behefs and 
explicit engagement and implicit engagement with spirituaFrehgious issues and the 
effects of this engagement/non-engagement on the therapeutic relationship.
Non-engagement with spiritual/religious beliefs
For several participants the raising of their spirituaFrehgious behefs was not an important 
issue for them, since they had entered therapy to focus specifically on their distress. 
Furthermore, spirituaFrehgious behefs were perceived to be a personal affair and might 
complicate their therapeutic objectives, since it was perceived that spirituaFrehgious 
issues are diverse and can be contentious, with the potential to jeopardise therapy. As one 
participant explained:
Some people are funny about religion, it might make them not come back [to therapy] they might 
not want to deal with that issue. I think it depends on the individual to tap into that i f  they want 
to. I want to talk about the issues now, what’s wrong with me now. Spirituahty is something I can 
deal with, it is my personal thing. (Male PI)
The corollary of this was that, for these participants, this non-engagement with their 
spiritual behefs did not appear to compromise in any way the process and progress of 
therapy. However, one participant stated ‘it would be nice to bring it [rehgious/spiritual 
behefs] up’ (Male P3), but reflected that maybe the therapists might not be spiritually
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aware, since ‘some people live and die without knowing themselves spiritually’ (Male 
P3). However, despite this non-engagement for some participants, the therapeutic process 
was seen as part of their spiritual journey (Golsworthy, 1998). Therefore, the ‘whole 
process [of experiencing mental illness and experiencing psychotherapy] was a spiritual 
experience’. (Female P5)
Explicit engagement with spiritual/religious beliefs
The explicit engagement with participants’ spiritual/religious beliefs occurred in several 
ways. Firstly, for some participants, those invariably belonging to a religious 
denomination, spirituaFrehgious behefs played a very important role in their hves. 
Several participants explained that a friend or acquaintance referred them to a particular 
therapy centre, suggesting a need for their behefs to be validated:
It was difficult to find the right person (. . .).  My current therapist came highly recommended, the 
(therapy centre) had apparently seen quite a few people with strong rehgious beliefs. (Female P7)
For most participants, including those who did not belong to a rehgious denomination, 
the engagement with spirituaFrehgious behefs occurred after the development of a 
strong, reciprocal and ‘trusting’ therapeutic relationship. For one participant, the topic of 
spirituahty was brought up ‘ after the first year, after we had began to know each other, I 
became very comfortable with him and I suppose he became comfortable with me as 
weh, ( ) we were exchanging stuff, which I found extremely usefiil’. (Male P8)
The majority of these participants expressed a sense of reheft surprise and satisfaction at 
being able to find a therapist with whom they could explore their behefs impartiaUy. One 
participant explained that ‘it felt good, to know that someone had that type of understanding, 
that I was able to express myself and say what I feel, and he was able to look at it 
objectively’. (Female P2) The possibihty of raising their spiritual behefs was said to result in
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an increase in ^rapport’ and the strengthening of the therapeutic bond (Orlinsky & Howard, 
1987).
The factors that were perceived to be important in this process of facilitating engagement 
with the therapist were akin to Rogers’ (1980) “core conditions”. These included the need 
for the therapist to have ‘respect for their beliefs’, being non-judgemental and ‘genuine’. In 
addition to this, the sense of being ‘understood’ in relation to their beliefs and ‘listened to’, 
were seen to be central in the process of engagement with the therapist. Furthermore, the 
therapist working therapeutically in “harmony” with their beliefs further enhanced the 
engagement process. For one participant, this involved the therapist using the participant’s 
spiritual framework as a way of facilitating the process of therapy. Boyd-Franklyn (1989) 
refers to this process of incorporating spiritual behef systems into the treatment process as 
“spiritual reframing”. One participant explained:
Sometimes he would ask about a specific subject, what I thought or what the bible says about this 
or whatever. [ ]. Because o f  that ( . . . )  when he was saying something it was based on my belief 
on what the subject was at the time. And he would always take into consideration whatever my 
beliefs were. So when he asked out o f  genuine interest, he could use that, not giving advice, but 
have that as a basis to work from, as opposed to just spouting something that wouldn’t work for 
me. (Female P7)
Where spirituaFrehgious beliefs were raised, but were perceived by some participants to 
have been disrespected or inappropriately ‘chaUenged’ by the therapist, this was perceived 
to have led to difficulties in the therapeutic relationship.
Implicit engagement with spiritual/religious beliefs
It would seem that for some participants, although they had not brought up their spiritual 
beliefs explicitly in therapy, their presenting problems conveyed through ‘subtle cues’ 
(Golsworthy, 1999) to their therapist that they had a spiritual need. This resulted in the
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therapist recommending spiritual books, containing culturally empowering and 
sententious maxims. This suggested a common but unspoken understanding of their 
“sameness”, a result of being Black and sharing the same ‘oppressive’ cultural 
experiences. This “empathie resonance” (Kohut, 1977) connected them spiritually to 
aspects which were perceived to be culturally alien to a White therapist. Good (1977) 
perceives this implicit relationship as one in which the Black therapist and the Black 
client are wedded to a culturally specific semantic network of understandability:
The book. Acts o f  Faith, which the therapist recommended, I have read it several times. It has 
helped me tremendously, as regards the spiritual side, I feel balanced. That was where talking to a 
Black therapist came in to (. . .).  Because the book was about Black liberation, so that talking to 
the White therapist, they would not understand the idea o f  being the hot-head, they would be 
distant (. ..).  Only a Back therapist could understand these things. (Male P3)
Utilisation of therapy services
The explicit and implicit therapeutic engagement with spirituaFrehgious beliefs outlined 
above was linked to the theme on utihsation of therapy services. In particular, the uptake 
of multicultural psychotherapy services was directly related to participants’ preference 
for a therapist jfrom the same cultural background. However, this was contrasted with the 
notion of therapeutic relationship as the sine qua non for therapeutic progress.
Cultural background
This sub-theme had similar resonance to the above theme on implicit engagement. 
Therefore, only new data will be discussed in detail.
Some participants expressed a direct preference for a multicultural therapy centre. In 
particular, the utilisation of these services was directly related to their explicit preference
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to be seen by an African-Caribbean (Black) therapist. For most of these participants, 
racial issues and their cultural background appeared to have been in part or in whole 
responsible for their symptoms or disorder. For these participants, the race of the 
therapist was central. It was argued that a Black therapist could be more culturally 
sensitive to their experiences and could ‘relate to them better’. (Female P5) The corollary 
of this was that a White therapist could only ‘sympathise, but not empathise’. (Male P8) 
Another participant who had experiences of an NHS professional argued that his 
‘psychiatrist had tried his best. But him being White, I guess he could not really [ ] 
understand the root causes’. (Male P3)
Furthermore, working with a Black therapist was also perceived to be therapeutically 
empowering, since ‘discussing the issue with a Black person was fantastic. It gave me 
strength’ (Male P8) Another participant explained that ‘rapport’ was enhanced, since 
‘the relationship will develop better and faster, counselling work better for me as well. If 
I was telling him how my auntie was cursing me or telling me off in a certain way, he 
would understand (...) maybe because his parents were the same’ (Male PI)
Therapeutic relationship
For some participants race was not central in their choice of therapist. This was in direct 
contrast to the above theme on cultural background. Secondly, these participants had 
experiences of both NHS and of multicultural psychotherapy services. Furthermore, for 
some of these participants, cultural issues were implicated in their distress. Despite 
acknowledging that a White therapist could find it difficult to ‘relate’, because of cultural 
and racial differences, what seemed to be important for them was that the therapist, 
irrespective of their race, should be empathie and attempt to ‘understand’ their lives and 
be ‘respectfril’ of their beliefs. One participant explained that:
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It’s not just about colour, I could relate to the NHS psychotherapists and he was a man and he 
was White (...). He was compassionate, kind ( . . . )  I just told him straight out that he has to take 
my race and religion into account ( . . . )  and he did. It is very hard for them to relate to ( . . . )  you 
know because they are White ( . . . ) the thing is he was compassionate and he understood my life. 
(Female P2)
Spiritual and religious coping
SpirituaFrehgious beliefs served as an important form of coping with psychological 
distress. The theme of social support focused on the role of individuals and rehgious 
organisations. The utility of prayer served as evidence in the validation of their 
spirituaFrehgious behefs. The theme of spiritual/religious beliefs as a way o f making 
sense o f their distress highlighted the perceived sense of security implicated in coping. 
This was linked to the theme on impact o f psychological distress on spiritual/religious 
beliefs, which reflected the ways in which participants’ behefs and coping mechanisms 
were compromised by their difficulties. The perceived malevolence in spiritualism was 
contrasted with its benign element.
Social support
The physical and emotional support provided by the church and its members were 
perceived by some participants, particularly those who attended church on a regular basis, 
as a major resource for enhancing health and well being (Winklebaur, 1993). One 
participant, who attended church irregularly, reported that ‘if I feel anxious, going to 
church helps me to feel much better’ (Female P5). In addition to this, another participant 
reported that it was the perceived genuineness of the church members that they did care 
for each other’s welfare, which seemed most containing:
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When you’re depressed, you’re just depressed. Sometimes it is hard to do the normal things. For 
me, I did not always pick up the phone and call them. It was just knowing that I could, or that I 
could pop in and see somebody for a chat. (Female P7)
Furthermore, the church and its members provided a framework through which spiritual 
experiences could be channelled and meaning invested (Prince, 1992). For many 
participants the spiritual connection achieved through worship, prayer and ‘healing’ 
provided a sense of being ‘soothed’, and at ‘ peace’ and a sense o f ‘stability’ and ‘order’ 
amongst the chaos in life.
Prayer
The data indicated that for the majority of the participants, prayer - being directly 
connected, to ‘God’ or to ‘some spiritual force’ - was the foremost and most often used 
method of coping with their distress. For the majority of participants, the efficacy of 
prayer was dependent on ‘trusting’ and having ‘faith’ - belief - and the perceived 
evidence of its utility reinforced their belief in prayer:
I am a believer, I do believe that things happen if I pray. (Female P5)
For the majority of the participants, prayer was perceived to be sacrosanct and was not to 
be used arbitrarily. Prayer fimctioned as a means of empowering them directly whenever 
their own resources had been depleted. Such empowerment was said to occur through 
dreams that provide ‘guidance and protection’ or through prayers for ‘healing’ and 
replenishment.
For some participants, prayer fimctioned also as a means of providing ‘the tools to cope’ 
(Male PI) with their distress. This involved participants actively engaging and working 
purposefully towards and achieving their own goal. Several participants spoke of the 
need to be ‘in-tune ’ with the explicit and subtle messages that life provided, thus making
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personal meaning out of everyday situations. Such messages could be found in a 
‘sermon’ or a biblical text, ‘leading you in that direction or someone will just come up to 
you and just say something to you to comfort you’ (Female P7). Another participant 
explained that his eventual experience of therapy was a spiritual process -  a result of 
several years of prayer:
God gives certain people certain tools (. . .).  He uses people. He sent somebody to me, now at this 
time. ( ). It was time to deal with the depression now. My counsellor was the ideal person to 
come into my life right now (Male PI).
For the majority of the participants, the utility of prayer reinforced their spirituaFrehgious 
conviction. Furthermore, the confidence that these participants had in the efficacy of 
prayer was also reflected in the recent findings of Cinnirella & Loewenthal (1999). Even 
when prayers were perceived to have not been answered, one participant explained that 
God ‘does things in strange ways’. (Male PI)
Spiritual/religious beliefs as a way o f making sense ofpsychological distress
A  sense of security was perceived to be inextricably tied to the inevitability of suffering. 
This was contrasted with the loss of spirituality as a result of psychological distress.
All of the participants reported a sense of security and of being empowered, knowing that 
“there is somebody there, some spiritual force is there in your life, it wiU never let you 
down unless you don’t tap into it’. (Male PI)
For the majority of participants, those belonging to or affiliated to a rehgious 
denomination the notion of security extended to the behef that suffering was an integral 
part of the human condition. Spiritually, God and man were inextricably linked.
Biblically, just as Christ suffered on the cross for human sin, their psychological
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difficulties were perceived to be an aspect of that suffering, that was to be accepted with 
equanimity, since ‘God alone cannot bear the cross’ (Female P5). Pargament (1997) 
refers to this aspect of “reframing” their religious perspective as “conservational”, since 
it helps the individual to conserve a sense of meaning in the face of threat or stressfiil life 
situations. For one participant, psychological distress was perceived to be sin, which was 
spiritually inherited; therefore, despite her perceived existential tragedy, psychological 
relief was found in the acceptance of this belief:
Because I believe that everything, depression and illness ( . . . )  all o f  that is part and parcel o f  
inherited sin if  you like, and that will be sorted out soon. I think that now I can roll with the 
punches, it is not my fault. [ ]. Now I don’t blame people or m yself any more. This is what it is, 
recognise it as that and move on from there. It is not that easy, because you have to live with it 
(Female P8).
In contrast, several participants explained that their experience of psychological distress 
led to the ‘loss of contact’ with their spirituality, since they had become more focused on 
their symptoms. This led to some participants forgetting to utilise meaningful coping 
mechanisms, such as prayer. For some participants psychological distress resulted in 
disruptions of their sleep-wake pattern, compromising their usual ability to be spiritually 
empowered through dreams. One participant explained that: ‘My dreams are not the same 
anymore, because [ ] my sleeping pattern has changed’. (Female P4)
Spiritual/religious beliefs and psychotherapy
The theme of making sense o f psychological distress was linked to the ways in which 
psychotherapy was perceived to be invaluable because of its utility and anonymity, and 
this is contrasted with the rejection of spirituaFrehgious counsellors.
Despite the perceived inevitability of psychological distress as discussed in the above 
theme, internal locus of control and having spirituaFrehgious beliefs were not seen as
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mutually exclusive, since psychotherapy was perceived to be a valuable and practical 
adjunct to their beliefs. For the majority of participants, including those affiliated to, or 
practising, a religion, psychotherapy was perceived as providing the necessary tools to 
cope with their difficulties.
Counselling helped me to deal with issues, and to understand the way you feel [ ].
You acquire the tools to cope with it and you ask God to help you put it into action. (Male PI)
For several participants, therapy was seen as part of the spiritual answer to their 
difficulties. However, some participants - those practising a religion - explained that they 
preferred to seek help from a non-spirituaFreligious therapist, since they were perceived 
to be ‘neutral’ and non-judgemental. This was similar to the findings of Cinnirella and 
Loewenthal (1999), that having a professional of the same race was a “double-edged” 
sword, because one wanted to be understood, but at the same time ran the risk of 
compromising confidentiality, since a spirituaFrehgious counsellor was seen as being 
‘too close’.
Spiritualism
The perception of spiritualism as evil and something to be avoided is contrasted with 
some participants advocating the benign role of spiritualists as a coping mechanism.
The majority of the participants rejected the use of mediums or spiritualists as a method 
of coping. Most participants had visited a medium or clairvoyant in the past before their 
conversion to a religious denomination or before they had established their spiritual 
outlook. Nevertheless, the common view was that such practices were ‘evil’ and 
‘dangerous’. However, one participant explained that during a period of extreme 
psychological distress (anxiety) he had visited a spiritualist, whilst using psychotherapy 
at the same time. The participant reported that the spiritualist had helped considerably.
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going beyond the psychotherapeutic boundary into the spiritual realm to answer 
existential questions:
He told me about my past and future, but not the solution to my problems, but it was a start, to 
maybe recognise who I was and what I wanted from life. It was a way o f  finding out who I was, 
spiritually. (Male P8)
Overview
Methodological considerations
Despite the large population from which to find African-Caribbean participants, the 
specific set of criteria for inclusion created some methodological problems in the 
recruitment process. The research procedure required sensitive orchestration. This 
process was laborious and complex, requiring some commitment and motivation from 
service managers, therapists and clients, who had no immediate vested interest in the 
study. It would appear that some therapists and managers found this process awkward 
and intrusive and this was invariably reflected in their ambivalent responses and the 
limited number of participants who volunteered.
In the light of the ethical issues mentioned in the section on ethical considerations, none 
of the participants reported any adverse effects.
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A discussion o f  the findings and theoretical implications
The conceptualisation of religion was unproblematic. However, many participants 
expressed difficulty defining or finding words to describe their spiritual beliefs 
(Thompson, 1999). For others, spirituality was perceived as being inextricably tied to 
religion, or existing separately from any organised religious framework. The ambivalence 
that some participants expressed in relation to the malevolent aspect of spirituality 
seemed to reflect concerns about adhering to a belief system which was anathema to 
common sense, apprehension and confusion in relation to the personal, spiritual harm that 
obeah and evil spirits might cause and the difficulties in conceptualising spirituality. It 
would therefore seem important for practitioners to be aware of the multi- dimensional 
nature of spirituality (Diduca & Joseph, 1997) and to be sensitive to the client’s struggle 
to form a coherent and spiritual understanding, not only of themselves, but also in 
relation to their psychological difficulties. Indeed, Thompson’s (1999) study highlighted 
the need for clinicians to be knowledgeable about African-Caribbean spirituaFrehgious 
beliefs and how such awareness can prove useful in the assessment and accurate 
diagnosis of mental illness from a benign expression of spirituaFreligiousness.
The meaning-making function highlighted the ways in which spirituality provided a 
framework for individuals to interpret life in a meaningfiil connected way and to make 
sense of supernatural experiences. Indeed, Fallot (1998) points out that spirituality and 
rehgion are deep sources of identity and meaning for individuals, and it is therefore vital 
for the clinician to vahdate this dimension of experience in therapy.
The study highlighted three distinct ways in which spirituaFrehgious behefs are evident 
in the psychotherapeutic process. These were the non-engagement with spirituaFrehgious 
behefs, the explicit ways in which spirituaFrehgious behefs were engaged with and the 
overt ways in which spirituaFrehgious behefs were engaged with. For some participants.
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having spirituaFrehgious behefs was a personal affair. These sentiments often contained 
caveats centred on the diverse ways in which spirituaFrehgious behefs may be 
conceptualised, and the difficulties this may bring to therapy. In this respect, raising 
spirituaFrehgious behefs with a therapist was not important, since psychological 
difficulties were foremost and did not impact on their behefs in any way. Bringing 
spirituaFrehgious behefs explicitly to therapy occurred after the development of a strong 
therapeutic relationship. This initially involved some participants actively seeking 
reciprocation of their behefs and therapeutic acknowledgement fi-om an empathie 
therapist. SpirituaFrehgious behefs were implicit for some participants and were 
exemplified by their representations of connection and resonance only when the therapist 
was Black. The explicit and implicit engagement sub-themes were linked with the uptake 
of therapeutic services.
The utihsation of therapy services highhghted the split between the two sub-themes - 
cultural background and therapeutic relationship - which seemed to reflect two ongoing 
debates in multicultural counselling. Firstly, the emic-etic debate (Pedersen, 1991) 
considers whether it is necessary to have awareness of indigenous concepts or 
worldviews to be able to work with culturaUy different chents, or whether practitioners 
must focus on universal variables -  the therapeutic relationship. Secondly, there is an 
ongoing debate as to whether ethnic specific services running parallel with mainstream 
mental health services would help to eliminate outcome inequities for ethnic minorities 
(CmnireUa &Loewenthal, 1999; Zane, Hatanaka, Park & Akutsu, 1994).
For some participants, racial and cultural factors appeared to be implicated in the 
meaning that they attribute to the aetiology of their difficulties. This seems to be reflected 
in their decision to use an ethnic specific service rendered by Black psychotherapists, 
since they perceived that their cultural or spirituaFrehgious worldview would be 
empathically validated. This is in agreement with Cinnirella & Loewenthal’s (1999) 
study, which also showed that other ethnic groups (Orthodox Jewish and Muslim) also 
expressed such preferences for the same reasons outlined above. Therefore, clients’
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preference (McCullough, 1999) and perception of therapists’ similarity (Kelly & Strupp,
1992) seem to be important variables affecting the uptake of psychotherapeutic services 
and an indicator of positive therapeutic outcome. On the other hand, some participants 
highlighted the fact that therapeutic empathy, along with cultural sensitivity as opposed 
to being culturally/racially similar to the therapist, was more important in their decision 
to utilise a service and was a positive indicator of therapeutic outcome. In this respect, 
McCullough’s (1999) review of the literature suggests that if clients indicate a preference 
for a particular style of service then no empirical basis exists for withholding such 
spiritual/religious accommodative treatment.
Spiritual and religious coping identified five sub-themes. These were social support, 
prayer, making sense of psychological distress, the impact of psychological distress on 
spiritual/religious beliefs and spiritualism. Institutional support such as the church and its 
members provided the space where individuals could obtain unconditional emotional and 
spiritual support, a framework through which meaning was invested and a forum through 
which individuals could channel some of their experiences into socially valuable roles 
(Prince, 1992). The use of prayer as the most frequently used method of coping with 
psychological distress, was consistent with the literature (Boyd-Franklyn. 1989; 
Cinnirella & Loewenthal, 1999; Edwards, 1987; Thompson, 1999). The power of prayer, 
it would seem, rests largely in belief and the perceived evidence of its utility. Prayer 
provided the tools, transcendentally, to cope and to empower individuals directly.
For some participants, spirituaPreligious beliefs provided a way of making sense of their 
psychological difficulties. The “surrendering” (Pargament, 1997) to the belief that 
personal suffering was an inevitable aspect of spirituaPreligious life provided a sense of 
security. Conversely, psychological distress also tended to compromise spiritual/religious 
beliefs. Psychotherapy was unanimously perceived to be an invaluable tool, separate 
from spirituaPreligious beliefs and, at times, part of the spiritual journey to recovery. 
However, in agreement with the literature (Cinnirella & Loewenthal, 1999; McCullough,
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1999) most participants preferred a psychological approach that dealt with religions 
issues only peripherally rather than focally.
Spiritualism was largely envisaged as dangerous and spiritually evil. This was contrasted 
with the benign role of spiritualism as a socially sanctioned way of coping with distress 
and as an adjunct to psychotherapy. Helman (1993) describes spiritualism as a holistic 
approach, dealing with supernatural forces as well as any physical or emotional 
symptoms. They provide culturally familiar ways of explaining the causes and timing of 
ill-health and its relation to the social and supernatural worlds. Despite all of the above, 
Helman points out that the relationship between professional and folk healers tends to be 
marked by mutual distrust and suspicion. It would therefore seem important for the 
therapist to be reflexive and open to exploring with the client culturally meaningful ways 
of coping with distress.
Essentially, Fallot (1997) points out that spiritual/religious beliefs may be central in the 
recovery experience, since it functions as a resource for personal and social strength, 
increasing self-esteem (Jackson & Fulford, 1997), protecting, guiding and healing 
(Thompson, 1999) and providing greater control and a sense of empowerment (Anthony,
1993).
There is a growing literature to show that spirituaFreligious coping can be an effective 
coping strategy for a variety of stressfiil circumstances (Pargament, 1997; Tix & Frazier, 
1998; Worthington et al, 1996). However, Tix & Frazier (1998) argue that 
spiritual/religious coping is associated with adjustment to distress that cannot be 
accounted for by other established non-spiritual/religious coping found in mainstream 
psychological practice (e.g. cognitive restructuring or perceived control). In this respect 
spiritual/religious coping adds a unique component to the understanding of coping 
mechanisms (Tix & Frazier, 1998). In the light of this, Pargament (1997) calls for the 
integration of spiritual/religious methods of coping into psychotherapeutic theory and 
practice. Indeed, Pargament (1997) point out that it might be useful for psychologists to
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create new psycho-religious resources to help people who may or may not be involved in 
traditional/religious life. For example, recent use of forgiveness, meditation and the 12- 
step programme could be extended to a larger population (Hebl & Enright (1993).
However, it would seem that the empowering aspects of transcendental experiences such 
as the guidance of visions/dreams or the power of prayer to heal are indeed unique to 
psychology, as Tix and Frazier (1998) suggest, aspects that mainstream psychology 
might find difficulty in accommodating. However, such transcendental experiences are 
perceived by clients with spiritual /religious beliefs to be meaningful, and are therefore 
worthy of friture research (see Dossey, 1998).
In general, for the majority of these participants, having spirituaFreligious beliefs 
compromised the therapeutic process. It therefore seems important for practitioners to 
consider clients’ spirituality/religiousness while designing treatment plans (Richards & 
Bergin, 1997). Failure to do so may result in the loss to clients of a major resource for 
processing their traumatic experience and for giving meaning to their lives, thus, 
compromising the efficacy of treatment. However, the literature suggests that 
practitioners do not have an interest in integrating spiritual/religious beliefs in 
psychotherapy since they lack the knowledge and training to facilitate integration 
(Grame, Tortorici, Healey, Dillingham & Winklebaur, 1999; Miller, 1992; Streets, 1994). 
Indeed, much of the work on integration of spiritual/religious beliefs in therapy (e.g. Hall 
& Hall, 1997; Payne, Bergin & Lofrus, 1992; Tan, 1997) has tended to focus on religious 
therapists working explicitly (i.e., the use of prayer, scripture or sacred texts) with 
religious clients. However, the current research findings concur with Tan’s (1997) views 
that it is not essential for a therapist to be spiritual/religious in order to practise explicit 
integration. “Such a therapist needs to be sensitive to and respectful of clients’ religious 
issues and resources, and comfortable with and open to facilitating discussion of religious 
issues and use of spiritual resources” (Tan, 1997, p.369). Furthermore, the referring of 
clients to an ethnic specific service, spiritual/religious therapists, spiritualist or to a
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spiritual/religious organisation for social and spiritual support is in line with research 
(McCullough, 1999), which suggests the validation of clients’ preference.
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Unis
12 Apnl 2000
Mr Clayton Thompson 
Department of Psychology 
University of Surrey
University
o# Surrey
Guildford
Surrey GU2 5XH, UK 
Telephone
+44 (0)1433 300800  
Facsimile
+44(0)1483 873811
Registry
Dear Mr Thompson
AfriCwiî^Canbbcsn spintusl and yelii i^ous bfelicfs; ImpltCaoon for usvcîiolhêrapY 
t'ÀCE/zOOô/i 5/Psvch I
I am writing to inform you that the Advisory Committee on Ethics has considered the 
above protocol and the subsequent Information supplied and has approved it on the 
understanding that the Ethics Guidelines are ob:erved.
The letter of approval relates only to the study specified in your research protocol 
(ACE/2000/IS^sych). The Committee should be notified of any changes to the 
proposal, any adverse reactions and if the study is terminated earlier than expected 
(with reasons), I enclose a copy of the Ethics Guidelines for your information.
Date of approval by the Advisory Committee on Ethics: 12 April 2000
Date of expity of Advisoty Committee on Ethics approval: 11 April 2005
Please Inform me when the research has been completed.
Yours sincerely
Helen Schuyleman (Mrs)
Secretary, University Advisory Committee on Ethics 
Registry
cc: Professor L J King, Chairman, ACE
Dr A Coyle, Co-Investigator, Dept of Psychology
CONSENT FORM FOR PARTICIPAVTIONÏN RESEARCH PROJECTS
'itle of Project: African-Caribbean Clients’ Spiritual and Religious Beliefs: Implications for Psychotherapy
rincipal Investigator: Clayton Thompson 
)ther Investigator/s Dr Adrian Coyle
Code No:
)utline explanation:
his research project is being carried out as part-fulfilment of the Practitioner Doctorate in Psychotherapeutic and 
ounsellmg Psychology at the University of Surrey, by Clayton Thompson and Dr Adrian Coyle. The aim of this 
îsearch is to explore the spiritual/religious experiences and beliefe of African-Caribbean people who are currently 
L receipt of psychotherapy. Firstly, you wül be asked to complete a rating scale to assess your level of spiritual 
r religious involvement as a way of screening for suitability for participation. You will then be asked to 
Dmplete a demographic questionnaire, which will elicit information relating to age, sex, occupation, length 
f time in therapy, and ethnicity of therapist. A semi-structured interview will then be conducted face to face 
ad will consist of a number of open-ended questions with prompts that would enable further elaboration.
he naain focus of the interview Avill be to look at your definition of spirituality; the role of spirituality in 
lerapy and your evaluation of therapy. All interviews will take place in the therapy centre or in your own 
ome. Interviews will be scheduled to last between forty-five minutes to one hour. All interviews will be 
udiotaped and transcribed word for word. It is hoped that the results of the findings may prove usefiil to 
sychotherapists, psychiatrists, psychologists and other health professionals in making sense of the role that 
sligious and spiritual beliefe play in your everyday life and in firaming therapeutic interventions.
dl documentation will be held in the strictest confidence and complying with the Data Protection Act 
1984). To protect confidentiality, we will not quote any identifying information such as names or locations, 
n making the transcript therefore, a false name will replace your name and we will not record the names of 
ther people or places that may arise in the interview. A copy of your tape is available if you require it. 
lowever, all tape recordings will be kept in a locked case when not in use and will be erased after use. In 
ny write up of this research or any submission for journal publications, these confidentiality precautions will 
e maintained.
four participation is entirely voluntary and if you decide to participate, you can withdraw from the research at any 
ime without this affecting your fiiture care or treatment. If you have any questions so far or feel you would like 
Lirther information about this research please ask the researcher before reading o i l
I hereby consent to take part in the above investigation, the nature and purpose of which have 
been explained to me. Any questions I wished to ask have been answered to my satisfaction. I 
understand that I may withdraw from the investigation at any stage without necessarily giving a 
reason for doing so and that this will in no way affect the care I receive as a patient.___________
^ame of volunteer 
BlockedCapitals)
» ign ed__________
)ate ___________
Name of witness 
(Blocked capitals)
figned_________
>ate
Appendix C Demographic questionnaire
To begin I would like to get some basic information about you (such as age, education 
and occupation). The reason that I would like this information is so that we can show 
those who read our research report that we managed to obtain the views of a cross section 
of African-Caribbean people. The information that you give will never be used to identify 
you in any way because this research is entirely confidential. However, you are under no 
obligation to answer some of these questions, so please don’t feel that you have to.
1. Age [ ] years
2. Sex Male [ ] Female [ ]
3. What is your current marital status? (Tick the appropriate answer)
Single ____
Married ____
Living together ____
Divorced/separated ____
4. How would you describe your ethnicity?
Black British 
African-Caribbean 
Mixed parentage 
Other (Please specify)
5. Were you born in Britain? Yes  No____
[If no:] How long have you been living in Britain?
6. What is your highest educational/professional qualification?
7. What is your occupation?
8. What is your religious denomination, (if any)?
9. How long have you been in therapy?
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10. What is the ethnicity of your psychotherapist?
African-Caribbean ( )
African ( )
Asian ( )
White British ( )
White Other ( )
Other (Please specify) ( )
11. What are your main reasons for seeing a psychotherapist?
Anxiety ( )
Depression ( )
Phobia ( )
Other (please specify) ( )
12. We would like to obtain information about your level of spiritual/religious involvement. 
Use the scale below to rate how important spiritual/religious beliefe are to you. So for 
example, if you feel that spiritual/religious beliefe are very important aspect of your life.
circle number 4.
Not important at all 1
Not very important 2
Quite important 3
Very important 4
Extremely important 5
Thank you for your Co-operation
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Appendix D Interview schedule
African- Caribbean Clients’ Spiritual and Religious Beliefe: Implications for 
Psychotherapy
Note that some of the questions listed below may elicit material that renders later 
questions redundant. In this case, the interviewer will either ignore the redundant 
questions or will ask truncated versions to check whether further information can be 
elicited on the topic.
Interview Schedule
Introduce the researcher and the nature and aims of the research project. Explain the 
confidentiality procedures and obtain consent to tape-record the interview. Address any 
questions which the interview may wish to ask.
Have the interviewees complete the demographic information questionnaire and consent 
forms.
Definition of Spirituality and religion
I’d like to start by looking at what does spirituality mean to you? In what way if any, does 
spirituality differ from religion? (Encourage elaboration o f ideas and thoughts about the 
two terms)
Can you be spiritual without belonging to a religious denomination?
(Elicit information to further clarify i f  required)
Is it necessary to have a belief in God to be spiritual?
[(If the reply is in the affirmative then ask interviewee to elaborate as to how this 
relationship operates.] Could you say more about that? [If the reply is negative, or another 
possibility then ask the group to elaborate as to how spirituality is experienced] Elicit 
information to further clarify i f  required.]
Importance and function of spirituality
How important is spirituality for you?
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[Encourage elaboration o f answers, in particular, ascertains how does spirituality make a 
difference in their lives, is spirituality a constant presence in their lives or only at particular 
times, and if  so at what times. Encourage elaboration o f answers]
What do you get from spirituality, what does it do for you?
[Encourage elaboration o f answers]. ]
Previous writings have indicated that spirituality can be helpfiil to individuals in many 
different ways. What ways, if any, is spirituality beneficial to you? [Elicit elaboration about 
the nature o f the benefit (in particular, ways o f coping, context, rationale, how it is 
beneficial (or what role does spirituality play in your life?]
[Ifparticipant does not mention the notion o f coping, ask, with the preamble:] It has been 
written that many people use their spiritual beliefs as a way of coping with their 
problems. In what ways, if any, do you use your spiritual beliefs as a way of coping with 
your distress? [Encourage elaboration]
I am trying to understand how spirituality has been beneficial to you. Have you had any 
specific spiritual experiences that have been important or outstanding? [If yes:] Could you 
tell me more about this? [Encourage elaboration. For example, can you give me an 
example(s) (i.e., a story, anecdote or incident) o f how spirituality works for you?]
It has been written that people experience and express their spirituality in many different 
ways. In what ways, if any, do you experience and express your spirituality? [Encourage 
elaboration o f answers. I f  items indicated in the literature (such as prayer, spiritual books, 
proverbs, songs, dance, metaphors and dreams) are omitted, ask:] What role does theses 
items play in spiritual belief? [Encourage elaboration o f answers, for example, elicit names 
o f songs, booh or proverbs and description o f metaphors. How are these items used? What 
function do they serve? What are the functions, i f  any, and meanings ascribed to these 
items?]
Do you take part in any form of spiritual practices or rituals?
[If yes, elicit information about what form do these spiritual practices/rituals take? How 
frequent are they? What purpose do they have?
Have there been any ways in which your spiritual beliefs have been disadvantageous to 
you?
[If yes:]  In what ways?
238
ObeahAVitchcraft
The literature on spiritual beliefs indicates that witchcraft and obeah are ways that 
spirituality can also be experienced and expressed. What are your views and beliefe on 
Obeah/witchcraft or voodoo? [Elicit why their views are positive or negative, and why they 
feel the way they do]
Have you practised or used witchcraft/Obeah? [Use name preferred by participant].
[If yes:]  Why are they used/practised, how are they used/practised, when are they practised. 
Do you use witchcraft/obeah as a means of coping with your distress? [Encourage 
elaboration o f answers]
Have you ever visited a medium/spiritualist? [If yes:] Why would you do so/or under what 
circumstances would you visit a medium/spiritualist?
Have you ever visited a medium/spiritualist as a way of coping with your distress? [Elicit 
information about the use ofspiritualist as a way o f coping or ameliorating their distress]
Spirituality in Therapy
I would like to focus now on spiritual beliefs. Thinking of what your spiritual beliefs were 
like before you became distressed and what they are like now, would you say they have 
changed in anyway?
[Elicit information about the nature and strength/importance o f the interviewee’s 
spiritual/religious beliefs and practices before their psychological distress and currently. I f  
there has been a change, encourage them to describe the nature o f this change themselves 
and ask them whether they think this change was caused by the psychological distress or by 
other factors or by the psychological distress and other factors. I f  other factors are 
implicated, elicit information about these other factors and the ways they have influenced 
the process o f change].
Has your spiritual/religious beliefe played any role in your experience of being (use relevant 
term, i.e., depressed)
Did they help you to make sense of your distress?
[If yes:] In what ways do you think it was helpfiil?
Have there been any ways in which your spiritual beliefs made it more difficult to deal with 
your distress?
[If yes:] What makes you say that?
Have you had any specific spiritual experiences that have affected how you think about your 
distress?
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[If yes:] Can you tell me more about this/these? In what ways did this affect how you think 
about your distress?
Therapeutic Issues 
The Setting
As I mentioned at the start, I am doing this research as part of my doctoral course in 
Psychotherapeutic and Counselling Psychology. I’d therefore like to look at some issues 
around therapy. To begin then, tell me how about your therapy. [Elicit information on the 
specific reasons for entering ther^y, on how they arrange to see their therapist, their views 
about the therapists’ therapeutic approach].
Before you began therapy, what were you hoping that you would be able to achieve through 
therapy?
[If the issue o f preference for therapist was not raised, ask:] Did you ask to see a particular 
type of therapist [Elicit information about their preferences for therapists?
[If yes:]  What made you do this?
What is the advantage of seeing this type of therapist?
[If no:] Would you have like to be been seen by a particular type of therapists?
[Ifyes:]  What type of therapist would you have preferred to see?
How do you think this would have been advantageous?
[Question for both NHS and non NHS clients] When you decided to seek therapy, what 
were your reasons, if any, for using this centre (name)? [Elicit information about their 
decision making process, why this centre, was it by choice or simply what was 
available?]
Do you feel that your needs are been met in this centre? [Encourage elaboration of 
answers, in what ways are they been/not been met/.
[If no:]  Where do you think your needs could be more adequately met? [Encourage 
elaboration. Why do they think it might be better met elsewhere/what makes them say 
that?].
[If the interviewee is in a non NHS setting, ask:]
Have you had previous experience o f therapy through the NHS?
[Ifyes:]  How did you find the experience? [Ascertain i f  it was helpful, or unhelpful and 
the reasons for this. Why was it perceived to be unhelpful/helpful? Was their decision to 
use this current centre based on unhelpful past experiences o f the NHS? Elicit what 
exactly was missing from the NHS setting, was it a lack o f spiritual acknowledgement or 
other cultural issues which were left unattended].
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[Conversely, i f  the interviewee is in an NHS settings, ask:] Have you had previous 
experience of therapy in a multicultural setting? [Ifyes:] How did you find the 
experience? [Ascertain i f  it was helpful, or unhelpful and the reasons for this. Why was it 
perceived to he unhelpful/helpful? Was their decision to use this current centre based on 
unhelpful past experiences o f the multicultural settings? Elicit what exactly was missing 
from the multicultural setting, was it a lack o f spiritual acknowledgement or other 
cultural issues which were left unattended].
Spiritual beliefs in Therapy
Were your spiritual beliefs raised in therapy?
[If yes:]  How was it raised?
How did you feel about that? [Elicit the reasons and meaning that exploring spiritual issues 
had for the interviewee]
[If no:] How does it make you feel, being unable to raise spiritual issues?
[Elicit what they think, and what effects, not being able to raise spiritual issues will/will not 
have on the outcome o f therapy. For example, do you think, not being able to raise spiritual 
issues will affect the way that your problems are dealt with? [elicit information about their 
perceived outcome o f therapy]
What makes you say that? [Relate their answers, i f  applicable to the relationship between 
spirituality and their psychological distress]
Would you have liked to raise the issue concerning your spiritual beliefs?
[If yes:]  What factors, if any, stopped you exploring these beliefs?
[If the participant felt that they wanted to talk about their spiritual beliefs, but felt that the 
therapist was unable to contain/understand their spiritual beliefs, ask:] How do you think 
the therapist would interpret what you’re talking about?
What makes you say that?
[If the therapist knew that the interviewee held spiritual beliefs and spiritual issues were 
raised, ask:] To what extent do you think the therapist understood what it means to be 
spiritual?
What makes you say that?
From your point of view as a person with spiritual beliefs, are you finding your current 
therapy helpful?
Can you think of any ways in which your experience of therapy could be made more 
valuable?
[If yes:] In what ways? How do you think this would have made the experience more 
valuable to you?
[If yes:] What is it that you find most helpful?
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[Regardless o f whether or not they found it helpful, ask:] Is there anything the therapist 
could be doing to make it (even) more helpful?
[If yes:] What could they have done? How do you think that might have helped?
[If no:] What makes you say that?
Reflecting on the Interview Experience
Finally, I’d like you to reflect for a moment upon what it’s like to take part in this interview. 
How has it felt? What have been the positive things about taking part in this interview? And 
what have been the negative things?
Do you think that taking part in this interview has had any effect or will have any effect 
on the way you feel about yourself or your therapy? What effects has/ might it have? 
What makes you say that?
Thank the interviewee for his/her participation. Ask if she has any further questions. 
Repeat fiirther assurances about confidentiality. Explain how she can obtain a copy of the 
research report.
Prompts and probes
Could you tell me more about that? 
What makes you say that?
What happened then/afler that?
Why do you think that happened? 
Why do you think he/she said/did that 
How did that make you feel?
How did you feel about that?
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Appendix E Letter to organisation/therapist/participant 
African-Caribbean Spiritual beliefs
April - May 2000
Dear organisation/consultant/Manager
I am currently studying for a Doctorate in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. As part of my studies I am conducting research on African-Caribbean people’s 
spiritual beliefs. As a member of the African-Caribbean community, I am particularly interested in 
this topic since African-Caribbean spirituality has not been a widely researched topic in this country.
I believe that research of this nature will provide valuable information, informing counsellors, 
psychologists and psychiatrists in their work with African-Caribbean people.
I writing to find out if  it is possible to recruit participants from your organisation for my research.
Specifically, I am interested in African-Caribbean people (age 18+) who were bom in Britain or in 
the Caribbean with a wide range of presenting problems (anxiety, depression, posttraumatic stress 
disorder, etc). However, participants with a diagnosis of schizophrenia/psychosis will be excluded 
since research has highlighted difiSculties in working with people with religious beliefe and a 
diagnosis of schizophrenia. Secondly, Participants must also be currently in receipt of individual 
psychotherapy (Humanistic, psychodynamic or cognitive behavioural) from a therapist who has a 
formally recognised accreditation or is eligible for accreditation (e.g.. United Kingdom Council for 
Psychotherapy (UKCP), British Association for Counselling (BAC), British Psychological Society 
Division of Counselling Psychology and Clinical Psychology (BPS)).
Participants would be required to complete a consent form. When I have made contact with then, 
they will be asked to complete a demographic questionnaire, which will elicit information relating to 
age, sex, length of time in therapy, and ethnicity of therapist. A semi-structured interview will then 
be conducted face to face and will consist of a number of open-ended questions. The main focus of 
the interview will be to look at their definitions of spirituality, what it means to be spiritual, and the 
role, if any, that spirituality play in their therapy. The interview session will be tape-recorded and 
will last for approximately forty-five minutes to one hour. All Participants will be interviewed either 
at your therapy centre, if appropriate, or in their own homes. All information gathered in the study 
will be treated as strictly confidential. The research should be completed by June 2000 and a copy 
will be made available at your request.
If you would like to discuss the study fiirther, thsi please feel free to contact me at home on 
0181 871-1134.
Thanking you in anticipation
Clayton Thompson
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African-Caribbean Spiritual Beliefs
Date: April -May 2000
Letter to participants
I am currently studying for a Doctorate in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. As part of my studies I am conducting research on African-Caribbean 
people’s spiritual beliefs.
As a member of the African-Caribbean community, I am particularly interested in this topic since 
African-Caribbean spirituality has not been a widely researched topic in this country. I believe that 
research of this nature will provide valuable information, informing counsellors, psychologists and 
psychiatrists in their work with African-Caribbean people.
Specifically, I am interested in African-Caribbean people (age 18+) who were bom in Britain or in 
the Caribbean, who have spiritual beliefs and are currently having psychotha-apy.
1. If you decide to take part in the study could you please complete the enclosed consent form and 
return this to your therapist.
2. Please could you then call me on the telephone number below or leave a contact address or 
telephone number with your therapist for me to collect, so that we can arrange a mutually 
convenient time to conduct the research.
Firstly, the research will consist of a demographic questionnaire, which asks for 
information such as age, sex, and length of time in tha-apy and ethnicity of therapists.
Secondly a semi-structured interview will be conducted face to face either at Abayomi 
or in your own homes at a mutually convenient time. The interview will consist of a 
number of open-ended questions that look at your definition of spirituality, what it 
means to be spiritual and the role, if any, that your spirituality beliefs play in therapy.
With your permission, the interview session will be tape-recorded and will last for approximately 
forty-five minutes to one hour.
I am aware that you may have other commitments, but I would be most gratefiil if  you would 
consent to participate in this study. Giving your consent does not mean you cannot withdraw from 
the study at any time. In addition, all information gathered in the study will be treated as strictly 
confidential. Furthermore, all tape recordings will be kept in a locked case Wien not in use and will 
be erased after use. The research should be completed by June 2000 and a copy will be made 
available at your request by contacting me on the telephone number below or by writing to me at 
my home address; 28 Askill Drive, Putney, London, SW15 2HX. I also hope that those who take 
part in the research will find it helpftil to talk about their beliefe and experiences.
If you would like to discuss the study fiirther, or to give our consent in person, then please contact 
me at home on 0181 871-1134.
Thanking you in anticipation
Clayton Thompson
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April -May 2000
Letter to the therapists
I am currently studying for a Doctorate in Psychotherapeutic and Counselling Psychology at the 
University of Surrey. As part of my studies I am conducting a research study on AMcan-Caribbean 
people’s spiritual beliefs. As a member of the African-Caribbean community, I am particularly 
interested in this topic since African-Caribbean spirituality has not been a widely researched topic 
in this country. I believe that research of this nature will provide valuable information, informing 
counsellors, psychologists and psychiatrists in their work with African-Caribbean people.
I writing to find out if it is possible to recruit participants from your client group for my research.
Specifically, I am interested in African-Caribbean people (age 18+) who were bom in Britain or jn  
the Caribbean and have expressed or intimated that they have spiritual or religious beliefs.
Secondly, I am looking to include participants with a wide range of presenting problems (anxiety, 
depression, posttraumatic stress disorder, etc). However, participants with a diagnosis of 
schizophrenia/psychosis will be excluded since research has h i^ gh ted  difficulties in working 
with people with religious beliefs and a diagnosis of schizophrenia/psychosis. Thirdly, P^icipants 
must also be currently in receipt of individual psychotherapy (Humanistic, psychodynamic or 
cognitive behavioural) from a therapist who has a formally recognised accreditation or is eligible 
for accreditation (e.g.. United Kingdom Council for Psychotherapy (UKCP), British Association for 
Counselling (BAC), British Psychological Society Division of Counselling Psychology and Clinical 
Psychology (BPS)).
If the clients indicate that they would like to take part in the study, they will be required to complete 
a consent form (enclosed) and return them to you. The clients vrill then have the option to either 
leave their contact details with you or to contact me at home. A mutually convenient time will then 
be arranged to conduct the research.
The research: All participants will then be required to complete a demographic questionnaire 
(enclosed), which will elicit information relating to age, sex, length of time in therapy, their reasons 
for entering therapy and ethnicity of therapist. Thirdly, a semi-stmctured interview (enclosed) will 
then be conducted face to face and will consist of a number of open-ended questions. The main 
focus of the interview will be to look at their definitions of spirituality, what it means to be 
spiritual, and the role, if any, that spirituality plays in therapy. The intawiew session will be tape- 
recorded and will last for approximately forty-five minutes to one hour.
All participants will be interviewed either at the therapy centre, if appropriate, or in their own homes at 
a mutually convenient time. All information gathered in the study vrill be treated as strictly confidential. 
The research should be completed June 2000 and a copy will be made available at your request by 
contacting me on the telephone numba- below or by writing to me at my home address: 28 Askill 
Drive, Putney, London, SW15 2HX.
Please note that the nature of the research might raise existential issues for some participants, a 
result of talking about their spiritual beliefe. However, all participants vrill be informed beforehand 
that if existential issues emerge they can discuss them with me (trainee counselling psychologist), if 
it is appropriate, as a way of dealing with the issues at the time. I will also then suggest that they 
can bring these issues to therapy at a later point. If you would like to discuss the study further, then 
please feel free to contact me at home on 0181 871-1134.
Thanking you in anticipation 
Clayton Thompson
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a n d  p s y c h o th e ra p s ’. ( d in ic a l  o r  c.ise s tu d ie s  w ill b e  c o n s id e re d  o n ly  
if th e y  i l lu s tra te  u n u s u a l  fo rm s  o f  p s y c h o p a th o lo g y  o r  in n o v a tiv e  
fo rm s  o f th e ra p y  w h ic h  c a rry  im p o r ta n t  th e o re t ic a l  im p lic a t io n s .  
In a ll s tu d ie s  c o n c is e  a n d  c le a r p re s e n ta t io n  is e s s e n tia l  a n d  it  is 
s tro n g ly  r e c o m m e n d e d  th a t  th e  p a t i e n t 's  p e rm is s io n  to  p u b lis h  is 
s o u g h t .
A  sp e c ia l s e c tio n  o n  C o u n s e l l in g  I 'sy c h o lo g y  h a s  b e e n  c re a te d  
w ith in  th e  J o u r n a l  in  re c o g n itio n  o f  th e  im p o r ta n c e  o f  th is  a rea  
w i th in  p s y c h o lo g y  a n d  p s y c h o th e ra p y . I h e  n e w  s e c t io n  a im s  to  
p r o m o te  th e o re t ic a l  a n d  re sea rc h  d e v e lo p m e n ts  in  th e  fie ld  o f  
C o u n s e l l in g  P sy ch o lo g y . A  b ro a d  th e o re t ic a l  a n d  m e th o d o lo g ic a l  
base , c o m b in e d  w ith  a c a d e m ic  r ig o u r  w ill b e  m a in ta in e d .  C l ie n t  
s tu d ie s  w ill b e  c o n s id e re d  w h e re  th e y  il lu s tra te  u n u s u a l  o r  o rig in a l 
th e o re t ic a l  o r  c o n c e p tu a l  p e rs p e c tiv e s , o r  in n o v a t iv e  fo rm s  o f 
c o u n s e l l in g  p s y c h o lo g y  in te rv e n t io n s  w h ic h  c a r ry  im p o r ta n t  
th e o re tic a l im p lic a tio n s . A u th o rs  w h o  w ish  to  s u b m it  th e i r  p a p e rs  
fo r  c o n s id e r a t io n  in  th e  C o u n s e l l in g  P s y c h o lo g y  s e c t io n  s h o u ld  
s ta te  th is  in  th e i r  c o v e r in g  le tte r .
2 . T h e  c i r c u la t io n  o f  th e  j o u r n a l  is w o r ld - w id e . T h e r e  is n o  
re s tr ic t io n  to  B r itis h  a u th o rs ;  p a p e r s  a re  in v i te d  a n d  e n c o u r a g e d  
f ro m  a u th o r s  t h r o u g h o u t  th e  w o r ld .
3 . 1 h e  re a d e rs  a re  m e d ic a l p s y c h o lo g is ts , in  p a r t i c u la r  th o s e  
c o n c e rn e d  w i th  p sy c h o th e ra p y , f ro m  th e  d is c ip l in e s  o f  
p sy c h o lo g y , s o c io lo g y  a n d  m e d ic in e .  T h u s  th e y  in c lu d e  c lin ic a l 
.p s y c h o lo g is ts ,  p s y c h ia ttis ts  a n d  so c ia l w o rk e rs .
4 . P apers  s h o u ld  b e  as s h o r t as is c o n s is te n t w ith  c le a r p re s e n ta tio n  
o f th e  s u b je c t  m a t te r ;  in  g e n e ra l th e y  s h o u ld  n o t  e x c e e d  5 0 0 0  
w o rd s . T h e  t i t le  s h o u ld  in d ic a te  as b r ie f ly  as p o s s ib le  th e  s u b je c t  
o f  th e  a r tic le . A 2 0 0  w o rd  s u m m a ry  s h o u ld  b e  p ro v id e d  b u t ,  w ith  
e x p e r im e n ta l  p a p e r s ,  s h o u ld  s p e c ify  h y p o th e s e s ,  m e th o d s ,  re su lts  
a n d  c o n c lu s io n s .
5. B r ie f  R e p o r ts  l im ite d  to  1 0 0 0  w o rd s  m a y  in c lu d e  re sea rc h  
s tu d ie s  a n d  th e o re tic a l , c ritica l o r  rev iew  c o m m e n ts  w h o se  e ssen tia l 
c o n t r ib u t io n  c a n  b e  m a d e  briefly. T h e y  a lso  in c lu d e  re sea rch  s tu d ie s  
w h o se  im p o r ta n c e  o r  b re a d th  o f  in te re s t  a re  in s u f f ic ie n t  to  w a r ra n t  
p u b l ic a t io n  as a  fu ll a r tic le  o r  case  re p o r ts  m a k in g  a  d is t in c t iv e  
c o n tr ib u t io n  to  th e o ry  o r  te c h n iq u e . A  s u m m a ry  o f  n o t  m o re  th a n  
5 0  w o rd s  s h o u ld  b e  p ro v id e d .
6 . T h e  E d i to r s  w ill re jec t p a p e rs  w h ic h  e v id e n c e  d is c r im in a to ry ,  
u n e th ic a l  o r  u n p ro fe s s io n a l  p ra c tic e s .
7 . W h e n  p u b l is h in g  in fo r m a tio n  fo r  e sse n tia l s c ie n t if ic  p u rp o s e s  
a b o u t  a n  in d iv id u a l  p e rs o n , a ll a p p r o p r ia te  s te p s  m u s t  b e  ta k e n  
to  g a in  th e  in fo r m e d  c o n s e n t  o f  th e  p a r t ic ip a n t  ( p a re n t ,  g u a rd ia n  
o r  a d v o c a te ) . H a v in g  c o n sid e re d  a n y  risks w ith  th e  p e o p le  inv o lv ed , 
all re a s o n a b le  p re c a u t io n s  s h o u ld  b e  ta k e n  to  a v o id  p u b l is h in g  
i n f o r m a t io n  w h ic h  m a y  e n a b le  th e  p a r t i c ip a n t  to  b e  p e rs o n a lly  
id e n tif ie d .
8 . P u b l ic a t io n  is sp e e d e d  by  c a re  in  p r e p a r a t io n .
(a) C o n t r i b u t i o n s  s h o u ld  b e  ty p e d  in  d o u b le  s p ;ic in g  w ith
w id e m a rg in s  a n d  o n ly  o n e  s id e  o f  e a c h  s h e e t .  S h e e ts  s h o u ld
b e  n u m b e re d .  T h e  to p  c o p y  a n d  a t  least th r e e  g o o d  d u p lic a te s
si'.nu lii b e  s u b m it te d  .in d  a c o p y  s h o u ld  b e  re ta in e d  by  th e  
■luthor.
I /'■■ I h i '  ju u rn .i l o p e i.i te s  ,i p o lic y  o f b lin d  p e e r  review . P ap ers  v. ' 
n o rm .i lly  b e  set u tin i/ .e d  a n d  c o m m e tu e d  o n  b y  a t least tw o  
in d e p e n d e n t  e x p e r t  re te rees  as w ell as b y  th e  e d i to r s  o r  an  
a s 'o . i a te  e d i to r .  I 'h e  re ferees  w ill n o t  b e  tn a d e  a w a re  o f  th e  
id e n ti ty  o l th e  .itith o r . A ll in fo rm a tio t i  a b o u t  a u th o t s h ip  
in c lu d in g  p e rs o n a l  a e k t io v s le d g e m e n ts  a tid  in s t i tu t io n a l  
a ffil i.itio n s  s h o ti ld  b e  c o n f in e d  to  a  te in o v a b le  f ro n t  p a g e  a n d  
th e  tex t s h o u ld  b e  free o f su c h  c lues as id e n tif ia b le  se lf-c ita tio :;-  
C ln  o u r  e a r lie r  w o rk . . . ’). f h e  p a p e r 's  t i t le  s h o u ld  b e  re p e a te d  
o n  th e  first p a g e  o f th e  te x t.
!i ' fab les  s h o u ld  b e  t\  p e d  in  d o u b le  s p a c in g  o n  s e p a ra te  s h e c :- . 
bdich s h o u ld  h a v e  a s e lf -e x p la n a to ry  ti t le  a n d  s h o u ld  be 
c o m p re h e n s ib le  w i th o u t  re fe re n c e  to  th e  te x t. I h e y  s h o u ld  r e  
re fe rred  to  in  th e  te x t b y  a ta b ic  n u m e ra ls . D a ta  g iv e n  s h o u .c  
be  c h e c k e d  fo r .ic c u ra cv  a n d  m u s t  ag re e  w ith  m e n t io n s  in  tr.e  
tex t.
('!) I igu res . i.e . d ia g ra m s , g ra p h s  o r  o th e r  i l lu s tra t io n s ,  s h o u ld  r e  
o n  sep a ra te  s h e e ts , n u m b e re d  s e q u e n tia l ly  f ig .  T  e tc . .  a n d  
eac h  id e n tif ie d  o n  th e  b a c k  w ith  th e  a u t h o r ’s n a m e  a n d  th e  
ti tle  o f th e  p a p e r . T h e y  s h o u ld  b e  c a re fu lly  d r a w n ,  la rg e r  th a r . 
th e ir  in te n d e d  size, s u ita b le  fo r p h o to g ra p h ic  r e p ro d u c tio n  a r .c  
c le a r  w h e n  r e d u c e d  in  size.
(t’) B ib lio g ra p h ic a l re fe rences  in  th e  tex t s h o u ld  q u o te  th e  a u th o r  > 
n .im e  a n d  th e  d a te  o f p u b l ic a t io n  th u s : J o n e s  ( 1 9 9 4 ) .  T h e y  
sh o u ld  b e  lis te d  a lp h a b e tic a l ly  b y  th e  a u th o r  a t  th e  e n d  o f th e  
a rtic le  a c c o rd in g  to  th e  fo l lo w in g  fo rm a t :
H e rb e r t .  M . ( 1 9 9 3 ) . Worhiiigwithchildn'iinndtheChildri'i: 
d i f l p p .  7 (> - l()b ) . L e ic e s te r:T h e  B ritish  P sycho log ical S o c ic r.. 
N 'e e lem a n . J . .  A: P e rs a u d . R . (1 9 9 5 ) .  W h y  d o  p s y c h ia tr is ts  
n e g le c t re lig io n ?  British /oiinuit o f  Medical Psychology.
1 6 9 - ( “ 8 .
P a r tic u la r  c a re  s h o u ld  b e  ta k e n  to  e n s u r e  t h a t  re fe te n c e s  
a re  a c c u ra te  a n d  c o m p le te .  VCTiere b o o k s  a re  a v a i la b le  in  
b o th  h a rd b a c k  a n d  p a p e rb a c k  p le a se  g iv e  re fe re n c e s  to  
b o th  e d i t io n s  a n d  p u b lis h e rs .  G iv e  all jo u rn a l  t i t le s  in  fu ll.
(f) SI u n i ts  m u s t  b e  u se d  fo r  a ll m e a s u re m e n ts ,  to u n d e d  o f f  
to  p ra c tic a l v a lu e s  if a p p ro p r ia te ,  w i th  th e  Im p e r ia l  
e q u iv a le n t  in  p a re n th e s e s .  A  g u id e  to  S I U n its  is g iv e n  in  
th e  B PS  Style Guide, a v a i la b le  a t  £ 3 .5 0  p e r  c o p y  f r o m  T h e  
B ritish  P s y c h o lo g ic a l S o c ie ty . S t A n d re w s  H o u s e ,  4 8  
P rin cess  R o a d  E a s t. L e ic e ste r  L E I 7 D R .  U K .
(g) A u th o rs  a re  r e q u ire d  to  a v o id  th e  u se  o f  s e x is t la n g u a g e .
(h) S u p p le m e n ta ry  d a ta  to o  e x te n s iv e  fo r  p u b l ic a t io n  m a y  
b e  d e p o s i te d  w i th  th e  B r itis h  L ib ra ry  D o c u m e n t  S u p p ly  
C e n t r e .  S u c h  m a te r ia l  in c lu d e s  n u m e r ic a l  d a ta ,  c o m p u te t  
p ro g ra m s , fu l le r  d e ta ils  o f  case  s tu d ie s  a n d  e x p e r im e n ta l  
te c lin iq u e s . T h e  m a te r ia l  s h o u ld  b e  s u b m i t t e d  to  th e  e d i to rs  
to g e th e r  w i th  th e  a r tic le , fo r  s im u l ta n e o u s  re fe re e in g .
9 . P ro o fs  a re  s e n t  to  a u th o r s  fo r  c o r r e c t in g  o f  p r in t ,  b u t  n o t  to :  
in t r o d u c t io n  o f  n e w  o r  d if f e r e n t  m a te r ia l . F if ty  c o m p l im e n ta r y  
c o p ie s  o f e ac h  p a p e r  a re  s u p p lie d  to  th e  s e n io r  a u th o r ;  f u r th e r  
c o p ie s  m .iy  b e  o r d e r e d  o n  a  fo r m  s u p p lie d  w i th  th e  p ro o f s .
10 . S u b m is s io n  o f  a  p a p e r  im p lie s  th a t  i t  h a s  n o t  b e e n  p u b l is h e d  
e lse w h e re  a n d  is n o t  c u r r e n t ly  u n d e r  s u b m is s io n  fo r  p u b l ic a t io n  
e lse w h e re . A u th o r s  a re  re s p o n s ib le  fo r  g e t t in g  w r i t t e n  p e rm is s io n  
to  p u b lis h  le n g th y  q u o ta t io n s ,  i l lu s tra tio n s , e tc . .  o f  w h ic h  th e y  d o  
n o t  o w n  th e  c o p y r ig h t .
1 1 . W o rk  p u b l is h e d  in  fu ll o r  in  s u b s ta n t ia l  p a r t  e ls e w h e re  is n o :  
a c c e p ta b le . W h e r e  th e  w o rk  is s u b s ta n t ia l ly  s im i la r  to  w o rk  
p u b lish e d , a cc e p te d  o r  s u b m itte d  e lsew here  b y  th e  a u th o r  o r  a u th o r  > 
re sea rc h  g ro u p ,  th is  s h o u ld  b e  c le a tly  s ta t e d  in  th e  m a n u s c r ip :  
a n d  a c o p y  o f  th is  w o rk  s h o u ld  b e  s e n t  to  th e  e d i to r .
1 2 . T o  p ro te c t  th e  in te re s t  o f  a u th o r s  a n d  jo u rn a ls  a g a in s t  
u n a u th o r iz e d  re p ro d u c tio n  th e  B PS requ ires c o p y r ig h t to  "
condii'to  th e  S o c ie ty  (b y  s ig n in g  a  fo r m ) , o n  th e  e x p r e s ^ o n d ^  
a u th o r s  m a y  u se  th e i r  o w n  m a te r ia l  e ls e w h e r t^ lf j  a a j ^ m e  
w i th o u t  p e rm is s io n . î \
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